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In the Geographical Pathological Conference of 
1931, while ‘‘ Hanot’s Cirrhosis’? as a_ clinical 
syndrome occurring in the age periods between 
20—35 years characterised by slowly progressive 
chronic (obstructive) pleochromie icterus, enlarged 
liver, enlarged spleen, biliuria, bile stained stools, 
normal cholesterol content of blood and absence of 
ascites and other evidences of portal obstruction, had 
a general though qualified support, the existence on 
the other hand of a constant anatomical characteristic 
picture underlying this syndrome in the form of a 
diffuse intrahepatic ‘‘angiocholitis’’ as described by 
Hanot had been more or less unanimously discredited 
(Palatauf, Erdheim, Feissinger and others). Eppinger 
emphatically expressed himself in the following words 
on the subject Eine Hanotsche Leber Zirrhose im 
Kliinischen sinne habe ich oft gesehen; kamen solche 
falle zur sektion, so entshprache der histologiche 
Befunde nie den forderungen von Hanot (I have 
often seen a Hanot’s hepatic cirrhosis in the clinical 
sense, but when such cases come to the autopsy, the 
histological findings never correspond to the descrip- 


tion laid down by Hanot.) The morbid anatomical 
findings in the five cases reported below, lend 
support to the view that the multiformity of the 
morbid anatomical picture of the liver, which is 
mainly responsible for the confusion of the issues 
arising post mortem in this condition, is either as 
mentioned by McNee (1920) the result of a terminal 
involvement of the other elements of the organ as 
well, or to the collateral presence with the biliary 
lesion, of such lesions as latent or manifest toxic, 
cardiac or portal cirrhosis or to the premature 
termination from other causes, of a latent biliary 
syndrome with early diffuse pericholangitis and only 
little sclerosis. 


PROCEDURE 


In addition to the routine methods of examina- 
tion, the liver has been subjected to careful histo- 
logical investigation, of different pieces removed from 
different parts and at different levels of the branching 
portal systems from the porta hepatis outwards to 
the periphery, according to the following plan: 
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Connective tissue, blood vessels and endothelium— 
Weigert’s Iron Hematoxylin and Van Gieson. 

Elastic tissue—Wiegert’ Elastic Tissue Stain. 

Hemosiderin—Perl’s Stain. 

Reticular frame work of capillaries and terminal venules 
as also differential staining of muscular and connective tissue 
elements—Foot and Menards Silver impregnation technique 
(frozen section being used). 3 

Fat and Lipoids—Sharlac R and Hematoxylin and 
Polarizing Microscope. 


Case Reports 


Case No. 1. Hindu male aged 40 years, was 
admitted for abdominal swelling and edema of the 
feet of two months’ duration. He had _ occasional 
attacks of malaria since childhood, continuous fever 
- lasting eight days, two months prior to admission and 
persistent jaundice since one month. He had smoked 
tobacco and drunk toddy in moderation. Clinical 
examination at the time of admission revealed 
emaciation, oedema of the face and feet, normocytie 
anemia with relative lymphocytosis, deep icterus 
(Van den Bergh—direct immediate positive; bile pig- 
ment, bile salts and urobilin present in urine), ascitis, 
oral sepsis, impaired appetite, constipation, a pain- 
lessly enlarged left lobe of the liver with firm, sharp 
margins extending one finger’s breadth below the 
xiphisternum and a soft enlarged spleen extending 
two fingers’ breadth below the costal margin. The 
blood gave a positive W. R. and agglutinated Shiga 
and Flexner organisms in 1 in 82 and 1 in 128 dilu- 
tions respectively. The fragility of the R. B. C. and 
plasma cholesterol (77:32 m.gm.%) were diminished. 


The blood urea (67-5 m.gm.%) and N. P.N. (43-4 
m.gm.%) were within normal limits. The stools were 
light coloured and contained hookworm ova. The 


ascitic fluid was bile stained, gave a positive W. R. 
but did not agglutinate the dysenteric organisms. The 
condition terminated in cholemia. Autopsy disclosed 
icteric staining of all tissues, ascitis, congestion of 
the viscera, marked splenomegaly (wt. 24 lbs.) and 
submucous hemorrhages in the urinary bladder and 
subpleural hemorrhages. The liver (Plate I) was 
enlarged (wt. 3 lbs. 2 ozs.) firm, deeply bile stained, 
and finely granular on the surface. The capsule was 
not thickened. The cut surface showed a dark green 
and greyish green nutmeg-like mottling of the centre 
and periphery respectively of the somewhat thinned 
out parenchymal folie. Gross fibrosis and pseudo- 
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lobulation were absent. Microscopic investigation 
showed a widespread involvement of the finer divi- 
sions of the bile-duct tree by a chronic inflammatory 
non-suppurative periductal leucocytic infiltration. 
(Fig. 1, 2 and 8. The larger divisions of the same 
showed moderate  periductal fibrosis. The biliary 
afferents at the parenchymal periphery were not 
appreciably proliferative. The parenchymal folie 
showed around the central venules, impregnation of 
the Kupffer cells and shrunken hepatie cords with 
granular bile pigment. Scattered icteric necrosis and 
branched bile cylinders lodged inside segments of the 
hepatic cords (Fig. 4) were also present in the peri- 
pheral zones. The vascular pattern and the reticular 
frame work of the parenchyma showed no appreciable 
distortion. The splenic pulp sinuses were remarkably 
distended with blood and blood pigment. The kidney 
showed the histological changes characteristic of sub- 
acute nephritis. 


Case No. 2. A Hindu female child of three years 
admitted with puffiness of the face, abdominal 
swelling, marked hepatomegaly, splenomegaly and 
inconspicuous icterus; died six days after admission. 

Partial autopsy showed a markedly contracted 
liver with a mildly nodular surface and sharp margins. 
Gall bladder was distended with yellowish-brown bile. 
The cut surface. of the liver showed bile staining, 
opaque white sclerotic thickening of the larger portal 
spaces and wide, irregular, pinkish, depressed scars 
around larger divisions of the hepatic veins. The 
parenchymal foliations in between were prominent, 
extending to a depth of about half centimeter round 
the main divisions of the portal spaces (Plate I). 
While the four or five orders of divisions of the portal 
spaces were easily recognizable on the cut surface, the 
finer divisions of the hepatic veins were decidedly 
obscured; annular type of pseudolobulation was 
absent (Plate TI). 


Microscopically, there was well marked inflam- 
matory subepithelial leucoeytie (lymphocytic with a 


few neutrophiles) infiltration around the larger 
and medium sized divisions of the bile ducts. The 
lumen of these ducts was, however, free from 


exudate and the epithelial lining intact (Fig. 5). 
The periphery of the portal spaces showed a 
remarkable fringing with a narrow belt of sparse 
round cell infiltration and tortuous proliferation 
of afferent (junctional) bile duets showing numer- 
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PLATE V. Section of the liver in Case No. 5 showing the coarse 
and irregular pseudolobulation and fibrosis with intense bilestain- 
ing of the parenchyma. | The fibrosis is seen both along the 
main divisions of the portal ramifications and around the hepatie 
venous trunks. 


PLATE IV. Scetion of the liver in Case No. 4 showing widespread 
fibrosis along the portal ramifications and around the gaping 
divisions of the hepatic vein without typical insular pseudolobu- 
lation of the bilestained parenchyma. 


Biliary Hepatic Sclerosis—RAo & RAo. 
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ous varicose dilatations containing bile thrombi 
(microliths). (Figs. 6, 7 and 8). The terminal 
divisions of the bile ducts distal to these biliary 
afferents presented a narrow lumen but were however 
free from any pericholangitic cell infiltration. The 
larger divisions of the hepatic veins showed consider- 
able fibrous thickening of their walls with narrowing 
of the lumen. Their fine central terminals were 
considerably curtailed. In the wide vascular scars 
around the larger hepatic venous divisions, isolated 
small islands of parenchyma devoid of central veins 
were present. The foliated pattern was however 
preserved in the parenchymal sheet around the main 
portal divisions. Numerous icteric necroses and 
branched cylindrical bile thrombi were present in this 
parenchymal mantle as well as in the isolated islands 
of hepatic tissue referred to above (Fig. 9). The 
reticular capillary network in the aréas of icteric 
necrosis showed partial disorganisation with condens- 
ation and collagenous transformation of the reticular 
fibres at the periphery (Fig. 10). In favourable fields 
the icteric necroses showed a dilated biliary afferent 
containing a leucocytic exudate in the centre (Figs. 11 
and 12). Bile thrombi were mainly present in the 
bile capillaries inside the hepatic cords. 


The distribution of the fibrosis in this case showed 
three characteristic localisations: (1) dense fibrosis of 
the main portal spaces, chiefly periductal; (2) a peri- 
portal fringe of loose fibrosis throughout the finer 
portal ramifications due to a collagenous transforma- 
tion of the reticulum of the atrophying parenchymal 
periphery; (Fig. 8); and (3) wider areas of loose 
spongy replacement fibrosis rich in elastic fibres, 
around the main divisions of the hepatic veins en- 
closing scattered islands of parenchyma. 


Case No. 3. A Hindu male cultivator, 25 years 
old, was admitted for ascites edema and _ persistent 
jaundice. Two years ago he had been hospitalized for 
hookworm anemia, subicterus, ascitis and cedema; 
R. B. C. count then was 2-8 millions; Hemoglobin 
60 per cent.; Van Den Bergh reaction was direct 
positive; leucocytic count 3,480 per c.mm. Agglu- 
tination tests with B. Dysenteriz were negative with 
blood and ascitic fluid. He was discharged relieved 
in two months after deheleminthization and a course 
of iodides, purgatives and three paracenteses of thie 
abdomen. Four months ago he had pain round the 
umbilicus with constipation and progressive abdominal 
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distension since. On admission he was found to be 
emaciated, anemic (secondary), oedematous, ascitic 
and jaundiced. (Van den Bergh: direct positive bi- 
phasic). Pruritus present. Liver was enlarged, hard 
and finely granular; function impaired. The spleen 
was felt three fingers’ breadth below costal margin. 
He was afebrile during a month’s stay in hospital. 
Wassermann reaction was strongly positive. The ascitic 
fluid was rich in albumin. Paracentesis abdominis 
was done twice. The termination was cholemic. 


Autopsy disclosed emaciation, anemia, ascitis 
(12 pints of bile stained fluid), icteric staining of all 
tissues, moderate sclerosis of the peritoneum, sub- 
serous and submucous petechial hemorrhages, ceso- 
phageal varix, catarrh of the stomach and intestines, 
interstitial fibrosis of the pancreas, generalised chronic 
lymphadenitis with fibrosis, chronic tonsillitis, atrophy 
of the testes, reaction of the bone 
marrow and prominent venous anastomosis in the 
flanks and on the under surface of the diaphragm. 


hemoblastic 


The liver weighed 29 ozs.; was contracted—left 
lobe more than the right, was firm, nodular at the 
edges and finely granular elsewhere. The entire 
organ was intensely bile stained. Patchy subcapsular 
The organ cut with resistance ; 
stained and 
places than 


fibrosis was present. 
the cut surface was also deeply bile 
diffusely fibrous, more marked in some 
in others. Normal. foliations of the 
though attenuated were visible in some areas (Plate 
111), while in others pseudolobulation was _ present. 
The general pattern of the sclerosis on the cut surface 
was periportal; the left portal vein at the porta 
hepatis showed an aneurysmal! dilatation. The cut 
ends of the larger divisions of the bile ducts were 
densely fibrous, deeply bile stained and pouting. 


parenchyma 


Microscopically, there was a dense sclerosis of the 
Glisson’s sheath of the portal spaces (Fig. 13), In 
the periphery of this sclerotic sheath compressed 
remains of the biliary afferents could be distinguished. 
There was ‘no appreciable proliferation of these 
structures. Dense concentric fibrosis was also present 
around the medium-sized branches of the bile duct 
with great narrowing of their lumen. (Fig. 18). The 
larger divisions (first and second order) of the biliary 
tree showed submucous leucocytie infiltration with 
desquamation of the epithelial lining (Fig. 15). The 
terminal Glisson’s capsular processes were wide, 
stumpy and only occasionally communicated with the 
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adjoining ones to enclose parenchymal pseudolobuli 
between them (Fig. 14). Scattered leucocytic collec- 
tions around the engorged and dilated venules were 
also present in the periportal connective tissue. The 
thinned out parenchymal folie between the thick 
fibrous ramifications of the portal sheath showed fatty 
degeneration of the hepatic cords with numerous 
branching bile cylinders in the lumen and bile thrombi 
inside the dilated biliary afferents of the periportal 
zone. Small wedge-shaped icteric necroses were also 
present at the parenchymal margins. (Fig. 17). A 
narrow fringe of cell infiltration with condensation of 
reticular fibres owing to collapse of the sinusoidal capil- 
laries was also present at the portal periphery. The 
portal and hepatic veins did not show any remark- 
able abnormalities. The dense sclerotic rings round 
the bile ducts and portal sheaths were poor in elastic 
tissue. Spirochetal staining gave negative results. 
The microscopic structure of the spleen showed a 
congestion of the capillaries of the plup, the sinuses 
being empty and collapsed. Atheroma, calcification 
and thrombosis in the intrasplenic divisions of the 
splenic vein were also present. 


Case No. 4. A Hindu male aged 17 years who 
had died of cardiac failure, showed at autopsy, mal- 
nutrition, cedema of the face and limbs, subcutaneous, 
submucous and subserous hemorrhages, chronic peri- 
carditis, chronic peritonitis and pleurisy, effusion into 
all the serous sacs, marked dilatation of the right side 
of the heart with a large patch of myocardial fibrosis 
on the right ventricular wall, extreme dilatation of the 
aorta at its commencement, cystic kidneys, moderate 
splenomegaly (12 ozs.) of passive congestion, lymph- 
adenitis of the portal group of glands and_ hepatic 
cirrhosis. 

The liver weighed 60 ozs. and showed moderate 
perihepatitis with scattered granular deposits of 
organized lymph on the surface. The margins were 
sharp and the surface irregular with flat nodules. The 
organ was firm and resistant to the cut. The cut 
surface showed widespread fibrosis both around the 
portal ramifications and around some of the divisions 
of the hepatic vein. In the latter situation the scars 
were irregular and star shaped (Plate IV) and appear- 
ed to have been formed round the narrowed or 
occluded division of the hepatic vein. Still other 
divisions of the hepatic vein were dilated and gaping. 
The parenchyma showed generally a foliated struc- 
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ture; typical annular type of pseudolobulation of a 
generalised nature was absent (Plate IV). Bile 
staining of the cut surface was moderate but 
universal, particularly marked in the parenchymal 
zone adjoining the portal periphery. The cut surface 
of the bile ducts were not gaping. 


Microscopically, there was pronounced sub-epithe- 
lial leucocytic (lymphocytic) cuffing of the larger 
divisions of the bile-duct tree (Fig. 19). The lumen 
of these structures showed considerable narrowing 
without exudation into the lumen or destruction of 
the lining epithelium. The biliary afferents at the 
parenchymal periphery were elongated, tortuous and 
irregularly proliferating (Fig. 19). Varicose dilata- 
tions of these structures contained small bile thrombi. 
The parenchymal foliations were normal in many 
places though reduced in width by the fibrous exten- 
sion of the periphery of the portal spaces. In the 
larger scars around the occluded hepatic divisions, 
scattered islands of hepatic tissue without the usual 
central venules (pseudo lobuli) were present. Typical 
generalised pseudo-lobulation of the organ was, how- 
ever, absent. The hepatic cords showed no abnormal 
changes beyond the presence of scattered bile thrombi 
and cylinders. The divisions of the portal vein were 
normal. The divisions of the hepatic vein were 
dilated in some places and collapsed or occluded in 
others. The plan of fibrosis showed a distribution 
resembling principally that of the cardiac type of 
sclerosis, namely unequal and irregular scarring rich 
in elastic fibres around the divisions of the hepatic 
veins (Fig. 20); besides, there was also a well-marked 
sclerosis of the Glisson’s sheath of the portal spaces 
owing to the dense periductal fibrosis around the 
branches of the bile duct and a looser fibrous extension 
of the portal periphery. In sections stained by the 
silver impregnation method, a collagenous  trans- 
formation of the collapsed reticular framework of the 
atrophic parenchymal periphery was easily evident in 
the last mentioned situation. 


Case No. 5. Other caste female aged 40 years; 
admitted for jaundice and swelling of the abdomen 
of four and two months’ duration respectively. She 
had a febrile attack lasting a fortnight, prior to the 
onset of jaundice. On admission she was ill nourished 
with pinched features, slightly anemic, cedematous in 
the feet and markedly ascitic. The liver was not 
palpable. The spleen was palpable after paracentesis 
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Fic. 1. Low power photomicrograph in Case No. 1, 
showing periductal round cell infiltration in the portal 
spaces of the 4th order and 5 orders. 

a—periductal round cell infiltration ; 4—sclerosis 
and widening of the portal sheaths. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
mat objective—2/3. periplan o.k. eye piece—4 m.m. 
Leitz). 


Fig. 3. Case No.1. Photomicrograph showing cross 
sections of dilated tortuous biliary afferents at the 
parenchymal periphery and the round cell infiltration 
around them. 
a—dilated biliary afferents (canals of Hering). 
(Weigert’s Haematoxylin and Van Gieson ; apochro- 
m.m. periplan o.k. eye piece—4 m.m. 
itz). 


Fig. 2. Same as Fig. 1 magnified to show the peri- 
ductal round cell infiltration. 

a—bile duct of the 4th order. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
mat objective—4 periplan o.k. eye piece—4 m.m. 
Leitz). 


Fic. 4. Case No.1. Photomicrograph showing — the 
branched bile cylinders and the granular bile pigment 
in the hepatic cords and Kupffer cells ; the sinusoidal 
vapillaries appear wide on account of pericapillary 
cedema and the hepatic cords attenuated. 

a—hepatic cord ; b—sinusoidal capillary ; ¢—bile 
eylinder. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
mat objective—4 m.m. periplan o.k. eye piece—4 m.m. 
Leitz). 
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Fic. 5. Case No. 1. Photomicrograph of the reticulum 
of the liver showing the widening of the meshes of the 
sinusoidal capillary network. The hepatic cords are 
unstained. 

a—the meshes of the capillary network in which the 
hepatic cords are lodged. _p.s.—portal space. 

(Foot and Menard’s silver impregnation technique ; 
apochromat objective—8 m.m. periplan o.k. eye piece 
—4 m.m. Leitz). 


Fig. 7. Case No.2. High power photomicrograph show- 
ing the copious tortuous proliferation of the afferent 
bile channels and the sparse cell infiltration. 

b—biliary afferent. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
= objective—4 m.m. periplan o.k. eye piece—4 m.m. 

itz). 


Engraved & printed by 
The Bengal Autotype Co., Cal. 


6. Case No. 2. Photomicrograph showing the 
round cell infiltration and fibrosis around the bile duct 
and the tortuous proliferation of the afferent bile 
channels with sparse cell infiltration, at the paren- 
chymal periphery. 

Note the intact epithelium of the bile duct and the 
absence of exudate in the lumen. 

a—bile duct b—tortuous biliary afferents ; 

e—round cell infiltration around the bile duct. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
mat objective—8 m.m. periplan o.k. eye piece—4 m.m. 


Leitz). 


Fic. 8. Case No. 2. Photomicrograph showing the 
condensation of the reticulum in the fringe formed by 
the proliferating biliary afferents at the parenchymal 
periphery. 

a—the condensed reticulum in the fringe formed 
by the proliferating biliary afferents at the parenchymal 
periphery. p.s.—portal space. 

(Foot and Menard’s silver impregnation technique ; 
apochromat objective—8 m.m. periplan o.k. eye piece 
—4 m.m. Leitz). 


Biliary Hepatic Sclerosis—Rao & Rao. 


Ser 


JOURNAL 
1. M. A. 


abdominis. Wassermann reaction of blood and 
ascitic fluid was positive. The ,blood also gave a 
direct immediate positive Van den Bergh reaction. 
Levulose tolerance and Rose Bengal dye excretion 
tests showed impaired liver function. Urine con- 


tained bile salts, bile pigment and urobilin. Stools 
were bile stained and free from ova. Paracentesis 
abdominis was done twice. Termination was 
cholemic. 


Partial autopsy disclosed a firm, shrunken (55 
ozs.), deeply bile stained, coarsely nodular liver 
which cut with resistance. The cut surface showed 
universal coarse and irregular pseudolobulation in 
which the cut ends of the finer divisions of the 
hepatic veins (Plate V) were appreciably curtailed. 
The intra and extra hepatic bile ducts were not 
dilated. The gall-bladder was distended and free 
from gall stones. The spleen weighed 16 ozs. and 
had the appearance like that of chronic passive conges- 
tion. The liver, on microscopic examination showed 
an annular type of pseudolobulation characteristic of 
toxic cirrhosis (Fig. 21) with also the characteristic 
obliterative and sclerotic changes in the branches of 
the hepatic vein. Evidences of biliary stasis such as 
the presence of bile thrombi, bile cylinders and fine 
granular bile pigment inside hepatic cords were 
present. (Fig. 22). Coarse and fine granular pig- 
ment inside Kupffer cells and histocytic cells of the 
connective tissue bands and larger collections of pig- 
ment in areas showing more extensive breakdown of 
the parenchyma were also observed. The biliary 
afferents and the medium-sized and terminal divisions 
of the biliary tree were also free from any remarkable 
change. There was, however, considerable sub- 
mucous lymphocytic cuffing around larger branches 
of the intrahepatic bile ducts with considerable 
narrowing of their lumen (Figs. 23 and 24). The 
narrowed lumen of these ducts was free from exudate 
and the epithelial lining was intact. (Focal icteric 
necrosis was absent. Scattered leucocytic collections 
and éngorged capillaries were present in the fibrous 
bands. The gall bladder showed lymphocytic infiltra- 
tion of the submucous and muscular coats. 


Discussion 


Definition and Classification:—To obviate the 
confusion that has been caused in the subject of 
hepatic pathology frequently by a loose use of the 
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term ‘biliary’, Prof. Réssle has suggested that the 
term should only signify a chronic inflammation of 
the bile passages resulting in an obstruction to the 
flow of bile and a disturbance of their function. It 
has been also advocated by one of the writers else- 
where (P. R. Rao, 1933 and 1937) that the group of 
diffuse hepatic fibrosis of inflammatory origin may be 
separated from that of degenerative origin (cirrhosis) 
by being designated ‘sclerosis’. The propriety of the 
above definition of ‘biliary hepatic sclerosis’ and the 
inclusion under it the three types 

(1) Cholangitic (Hanot’s) 

(2) Cholostatic (mechanical obstructive) 

(3) Mixed (fibrosis of other origin combined 

with a biliary lesion), 

have been discussed at length by the writers in a pre- 
vious paper (1937) on the clinical and etiological study 
of this subject. All the cases reported above present 
in common a histologically demonstrable widespread 
non-suppurative perichoiangitic involvement of the 
entire intrahepatic bile-duct tree at one level or other 
of the same. They also present both macro and 
microscopic evidences of obstruction to the flow of 
bile through the bile passages, and hence of disturb- 
ance of their function. In this respect they satisfy 
orthodoxly the anatomical requirements as laid down 
in the above-noted definition of the condition. The 
periductal inflammatory sclerosis is also evident in all 
the cases though to varying degrees in the different 
instances. The collateral presence however in the 
liver of lesions characteristic of toxic cirrhosis in 
Cases 2 and 5 and of cardiac cirrhosis in Case 4, 
justifies their inclusion under the group of the mixed 
type of Biliary Hepatic Sclerosis. It may also be 
pointed out here that the condition usually termed 
‘infantile biliary cirrhosis’ is a sub-acute toxic dege- 
nerative cirrhotic process which should not ordinarily 
be classed under biliary sclerosis except when in rare 
instances, as in Case No. 2 under report, it presents 
the characteristic biliary involvement as a complica- 
tion. 


Morbid Anatomy— 
The Presclerotic Stage : 


Gross—The stage of chronic cholangitis or the 
‘cholangitis lenta’ described clinically by Naunyn and 
St. Klein, characterised by a moderately firm, uni- 
formly enlarged, finely granular olive green liver 


with dark green and greyish green mottling of 
the foliations on the cut surface and a micros- 
copically demonstrable diffuse pericholangitis (Figs. 
1, 2 and 8) biliary stenosis and fine periportal 
fibrosis without pseudolobulation, as seen in Case 
No. 1 (Plate I) is according to MHedinger the 
presclerotic stage of ‘biliary hepatic sclerosis’ of the 
first type. The larger portal ramifications may be 
seen on the cut surface as opaque white streaks or 
dots. The cut ends of the bile ducts in these are 
neither gape as in the cholostatic variety nor exude 
creamy pus on expression as in catarrhal cholangitis. 


Microscopic—Periductal inflammatory infiltration 
and proliferation of bile ducts have also been 
described by Dupre as characteristic of ‘cholangitis 
lenta’. Siegmund, however, mentions both intra 
and pericholangitic leucocytie infiltration confined 
to the finer bile passages as characteristic of this 
condition. Besides the cholangitis, histological 
changes resulting from the biliary stasis such 
us the presence of inspissated bile cylinders and 
bile thrombi inside shrunken and _ atrophic hepatic 
cords and biliary afferents at the portal _ peri- 
phery (Fig. 4), sometimes fatty degeneration and 
impregnation of the shrunken hepatic cords of the 
central zone with granular bile pigment and cdema 
of the perisinusoidal lymph spaces of Disse are also 
present. Sclerosis around the bile ducts and_ proli- 
feration of their afferents are not pronounced at this 
stage. 


The Sclerotic Stage: 


Gross—The liver at this stage is usually character 
ised by a well-marked uniform enlargement, finely 
granular surface, tough fibrous cut, deep olive green 
staining and a fine pattern of (monolobular) inter- 
folial dense sclerosis extending along the, ramifications 
of the portal Glisson’s capsular sheaths (Plate IT; 
Case No. 3). Perihepatitis is unusual. 


Microscopic—Widespread dense fibrous thicken- 
ing of the Glisson’s capsular sheath of the rami- 
fications of the portal systems extending even to 
their finest terminal divisions, which in typical cases 
appear as isolated irregular islands of dense fibrous 
tissue enclosing the strucwures of the portal systems, 
placed between narrowed parenchymal foliw, forms a 
characteristic picture (Fig. 13). The sclerous thicken- 
ing is observed partly concentrically around the 
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narrowed branches of the bile ducts (Fig. 18) and 
partly as dense fibrous rings round the portal peri- 
phery next to the contracted parenchymal folie (Fig. 
13). An annular type of fibrous enclosing in their 
meshes small lobular islands of parenchyma may be 
seen in some parts of the liver where the periportal 
sclerosis is extensive and confluent. A pseudolobula- 
tion (so-called multilobulation) resulting from 
irregular dovetailing of the branches of the porto- 
hepatic venous trees and a distortion of the vascular 
pattern of the parenchyma as occurring in the portal 
and toxic types of cirrhosis, fails to develop unless 
one of these conditions is also present collaterally or 
antecedently. The biliary sclerosis in Case No. 5, is 
much less pronounced and advanced than _ the 
cirrhotic process characteristic of multiple nodular 
hyperplasia. In Case No. 2 the biliary lesion 
with well marked inflammatory loose fibrosis around 
the proliferating biliary afferents (Figs. 6 and 7 at 
the portal peripheri is seen in an otherwise hyper- 
plastic infantile (toxic) cirrhotic liver. In Case No. 4 
the biliary selerosis (Figs. 19 and 20 is combined with 
an irregular fibrosis and hyperplasia characteristic 
of the eardiae cirrhosis. 


The pericholangitie leucocytic infiltration 
vary both in distribution intensity. Though 
sections from all parts of the liver show evidences of 
the biliary involvement, the level of the bile-duct tree 
showing active inflammatory infiltration may vary and 
unless the histological investigation is thorough and 
includes sections from different levels of the  intra- 
hepatie bile-excretory apparatus the lesion may be 
sometimes missed. Case No, 2 reported above, shows 
a peculiar localization of the inflammatory changes 
to the level of the biliary afferents at the portal peri- 
phery, considered by Prof. Réssle as characteristic of 
yet another variety of biliary lesion—the ‘cholan- 
giolotic or cholangiotoxic.’ But since these 
instances pericholangitic inflammatory infiltration was 
present in the lower levels as well, though less pro- 
nounced (Fig. 6) there appears to be not sufficient 
justification to characterize it as a separate variety 
of the ‘biliary’ lesion. In Case No. 5, the pericholan- 
gitis was most pronounced in the lower levels of the 
intrahepatic bile-duct tree (Fig. 23). Similar collec- 
tions of monocytic cells raising the loosened out 
epithelium in the smaller ducts also have been des- 
cribed (Réssle). Usually branches of the third order 
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Fic. 9. Case No. 2. Photomicrograph showing an area 
of icteric necrosis and a tortuous biliary afferent in its 
neighbourhood. 

a—an area of icteric necrosis containing leucocytic 
exudate in the centre. $—tortuous biliary afferent at 
the periphery of the area of icteric necrosis. c—bile 
thrombi. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
mat objective—8 m.m. periplan o.k. eye piece—4 m.m. 
Leitz). 


Fig. 11. Case No.2. Photomicrograph of an early 
stage in the icteric necrosis. 

a—leucocytic exudate in the lumen of the biliary 
afferent. b—the stretched wall of the dilated biliary 
afferent; c—area of edematous necrosis of the 
parenchyma ; d—compressed zone of parenchyma at 
the periphery of the oedematous zone. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
mat objective—8 m.m. periplan o.k. eye piece—5d m.m. 
Leitz). 


10. Case No.2. Photomicrograph showing — the 
condition of the reticulum in an area of icteric necrosis. 

a—the condensed reticulum marking the boundary 
of the dilated biliary afferent, the exudate in which was 
apparently undergoing organizaiion; 4—the com- 
pressed zone of parenchyma at the periphery of the 
cedematous zone;  ¢—outside the dilated — biliary 
afferent. 

(Foot and Menard’s silver impregnation technique ; 
apochromat objective—S m.m. periplan o.k. eye piece 
—4 m.m. Leitz), 


Fig. 12. Case No.2. Same as Fig. 11 magnified to 
show the dilated biliary afferent and the leucocytic 
exudate in it. 

a—leucocytic exudate with a large number of poly- 
morphs ; 4—wall of the dilated biliary afferent. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
mat objective—4 m.m. periplan o.k. eye piece—6 m.m. 
Leitz). 
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Fic. 13. Low power photomicrograph of the reticulum 
of the liver in Case No. 3 showing fibrous thickening of 
the Glisson’s sheath along the portal ramifications. 

a—without insular pseudolobulation, seen in the 
greater part of the organ. 

(Foot and Menard’s silver impregnation technique ; 
apochromat objective—1l a; periplan o.k. eye piece—4 
m.m. Leitz). 


Fig, 15, Case No.3. Photomicrograph of part of a 
— space of the 3rd order showing the submucous 
eucocytic infiltration and desquamation of the epithe- 
lial lining of the bile duct. 

a—hepatic artery ; b—portal vein ; c—desquama- 
tion of the epithelial lining of the bile duct ; d—peri- 
cholangitic leucocytic infiltration of the bile duct. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
objective—8 m.m. periplan o.k. eye piece—4 m.m. 

itz). 


Engraved & printed by 
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Fic. 14. Case No. 3. Photomicrograph showing the 
insular type of pseudolobulation seen in some areas. 
a—a pseudolobule; 4—band of fibrous tissue ; 
¢—portal system. 
(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
mat objective—2/3; periplan o.k. eye piece—4 m.m. 
Leitz). 


Fic. 16. Case No. 3. Photomicrograph of a section of 
the liver showing the central biliary degeneration of 
the parenchyma. 

a—central degeneration of the parenchyma with bile 
pigment impregnation of the cells. p.s.—portal space. 

(Ehrlich’s Acid Haematoxylin and: Eosin ; apochro- 
mat objective—2/3 ; periplan o.k. eye piece—4 m.m. 
Leitz). 
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show most frequently and pronouncedly the sub- 
epithelial inflammatory infiltration of lymphocytic type 
of cells (Figs. 15 and 19). The lumen of the bile ducts 
is usually narrowed and empty, their. epithelial lining 
is however preserved. Tortuous varicose proliferating 
afferent bile channels (canals of Hering) containing 
bile thrombi in their lumen and wedge-shaped icteric 
necroses (Figs. 9-12) with their apices turned towards 
the parenchyma are found in the more active stages at 
the periphery of the thickened Glisson’s capsular 
sheaths. In the atrophic parenchymal folie are also 
seen small and scattered icteric extravasations (Fig. 
17) and bile thrombi and cylinders and even granular 
bile pigment inside the bile capillaries and cells of the 
shrunken hepatic cords. The above histological 
evidences indicate that the biliary stasis occurs in the 
bile capillaries and afferent channels. Rarely a ter- 
minal diffuse inflammatory involvement of the peri- 
portal Glisson’s capsular sheaths may obscure _ the 
biliary lesion. The portal and hepatic veins and their 
divisions are not however affected in uncomplicated 
eases. The  perisinusoidal reticular network also 
shows no remarkable changes (Figs. 5 and 13). 
Other Changes: 

The comparative rarity of a cholecystitis or chole- 
lithiasis in this condition is noteworthy in view of its 
suggested etiological relation to biliary sclerosis as a 
probable source of the infection. The cholecystitis 
observed in Case No. 5, may have been concurrent 
with or subsequent to the onset of inflammation in 
the bile ducts. 


The co-existence of hepatic cirrhosis of other types 


with biliary sclerosis referred to by Rolleston and 
MeNee is supported by the present study. The 
combination however is more frequently seen with a 
toxie cirrhosis (Case Nos. 2 and 5) in which the biliary 
drainage is more crippled, than in portal cirrhosis. 
The biliary infection, however, in these cases appears 
to be more recent than the cirrhosis and probably is 
responsible for an early fatal termination. 


The splenic enlargement, though always present, 
did not appear to be the presenting feature in any of 
the instances reported in this paper. The  spleno- 
megaly has been attributed to the action of the same 
infection as that which causes the cholangitis, supple- 
mented by the sub-hemolytic effects of the bile acids 
circulating in the chronic cholemic condition 
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accompanying the biliary (Réssle). The 
and microscopic anatomical features of the spleen in 
this condition are-essentially those of chronic sepsis. 


gross 


The chronic lymphadenitis of the glands in porta 
hepatis observed in the later stages of cholangitic 
hepatie sclerosis is again referable to the chronic sepsis 
present in the liver. 


Hepatomegaly :—That the enlargement of the 
liver is not due to a genuine parenchymal hyper- 
trophy is not only shown by the absence of the usnal 
anatomical evidences of hyperplasia such as a nodular 
or lobulated depth of the 
feliz but also by the results of a quantitative chemical 
analysis of the tissue undertaken by Hoppe Seylor. 
Rous besides demonstrated in experimental animals 
that biliary stasis induced by ligature of its bile duct 
inhibited the hypertrophy that would otherwise foliow 
in the surviving lobe left after the ligature of one of 
the main branches of the portal vein. It may be also 
remembered in this connection that the 
functionally defective in this condition in spite of the 
enlargement in size, thus also belying the theory of 
a parenchymal hypertrophy underlying the hepa- 
Loffler (1927) and 


phen- 


appearance or increased 


liver 


tomegaly. On the other hand, 
Cameron and Oakley (1932) report vascular 
omena such as capillary stasis edema and atrophy 
of the parenchyma after experimental ligature of the 
bile ducts in animals. Ackermann noted an increased 
permeability of the vessels of the liver to perfusion 
in this condition. Histologically the Glisson’s capsular 
sheath shows increased vascularity and congestion in 
cholangitie hepatic sclerosis. The periportal plexus 
of lymphatie as well as the lymph 
spaces of Disse show well-marked distension. Thus 
it would appear that the increase in size of the liver 
is not the result of a parenchymal hypertrophy but of 
an inflammatory exudation and- congestion. Lastly 
a terminal contraction owing to shrinkage of the 
fibrous tissue is not unusual. (Case No. 8). 


perisinusoidal 


Pseudolobulation:—The normally foliated struc- 
ture of the liver is apparently dictated by its character- 
istic vascular (porto-hepatic venous) pattern. Dis- 
torted or pseudolobulation is observed when either 
of the venous trees is crippled by disease (sclerosis) 
and an asymmetrical alignment between their respect- 
ive branches is brought about. (P. R. Rao 1933). In 
uncomplicated biliary hepatic sclerosis: the two great 
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vascular trees of the liver are unaffected and hence a _ conditions of the liver and its pathogenesis has been 
distorted pseudolobulation does not occur. The ex- variously interpreted. In biliary hepatic sclerosis the 
planation for the early occurrence of ascitis in Case proliferation is more or less confined to the periphery 
Nos. 1 and 8 reported above has to be sought for in of the thickened Glisson’s capsular sheaths and both 
the condition of the myocardium as a result of the from their location and their cytoarchitecture they 
anemia present in both. appear to be derived from the junctional tubules or 
canals of Hering. Their proliferation is best seen in 
the more active and earlier stages (Case Nos. 1 and 2, 
Figs. 3 and 6). Réssle, however regards them as pro- 
ducts of degeneration of hepatic cords brought on by 
cholostasis. Hyami views them as secondary connec- 
tions developing from the bile ducts and probably not 
continuous with the hepatic cords. In late stages of 
dense sclerosis this proliferation becomes obscured or 
abolished as in Case No. 3 reported above. The case 
reported by R. Bruhl referred to by Réssle appears to 
be also of this nature. The presence in these 
proliferating afferent channels of the bile ducts, 
varicose dilatations, tortuosities (Fig. 16) and 
occasionally inspissated bile pigment or exudate 
inside their lumen, suggests that the change is 
probably of the nature of a varix of these thin-walled 
structures lined normally only by a single row of 
low cuboidal epithelium, caused by the inflammatory 
obstruction to the flow of bile into the terminal bile 
ducts in the adjoining portal system. Cameron and 
Oakely (1932) record an analogous change in these 
structures in rats three weeks after ligature of the 
common bile duct and emphasize the readiness with 
which these structures respond by proliferation and 
elongation to obstruction of the bile flow. 

Icteric necrosis: —A primary biliary necrosis (Foa 


Pericholangitis:—The role of. enterogenous and 
other general infections in the etiology of this con- 
dition and their probable route to the intrahepatic bile 
ducts have been discussed at length in a previous 
paper. It is sufficient to recapitulate here that the 
lining epithelium of the bile excretory apparatus is 
ordinarily resistant to invasion by organisms; partly 
on account of this and partly on account of the self- 
purifying effect of a continuous flow of bile which is 
also mildly anti-bacterial ‘‘bacterocholie’’ does not 
always terminate in infection of the bile passages. 
Catarrhal inflammations of the bile ducts with exuda- 
tion and desquamation of the lining epithelium into 
the lumen, whether bacterial or toxic (the latter best 
seen in experimental toluylenediamine poisoning) are 
usually transient and not sclerogenic. Acute  in- 
fection with pyogenic organisms leads to a diffuse 
suppurative cholangitis and not to a biliary sclerosis. 
There is conclusive experimental (Hurst and Hurst, 
1928), clinical (Naunyn 1902) and _ autopsy 
(Janowisky, 1892) evidence against Prof. Réssle’s 
suggestion that the biliary sclerosis might be the 
result of the action of the bile acids permeating out of 
the obstructed bile passages. Finally the observa- 
tions of Rosenow and latterly of Wilkie on the patho- 


] f chronic cholecystitis lend t to the view : 
Gub-epithelial in de and J agic) from a direct intoxication and rhexis of the 
bills hepatic cells through intra-ephithelial retention of bile 
the basis of the pericholangitis and sclerosis in this = 
condition. On account of the presence of free anas- by 
tomosis between the bile capillaries in the hepatic ape thd 
tissue within each lobe the drainage of bile from either. 
of there Will Be the in nature secondary to paretic vascular stasis induced 
; Mapes ; by the extravasated or -escaped bile. Beloussow 
of the bile passage is diffused and extensive. However, . 
even in the most advanced cases since the permea- (2088) 
bility of the bile-duct tree is only reduced by the 
completely abolished by occlusion as in  catarrhal by > 
cholangitis, acholia of the stools is absent in ‘‘Biliary 
of ‘type”’. with the branches of the portal vein. Stern (1885) 
4 and Chrzonszewsky (1866) reproduced this lesion 
Bile Duct proliferation:—The proliferation of in experimental animals by increasing intrabiliary ten- 
the bile ducts is met with in a variety of morbid sion by means of injection of suspension of Berlin 
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Fig. 17. Case No. 3. Photomicrograph of a section of 
the liver showing an icteric extravasation (a). 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
mat objective—S m.m. periplan o.k. eye piece—4 m.m, 
Leitz). 


Fic. 19. Case No. 4. Photomicrograph of a_ portal 
space of the 3rd order showing the submucous lympho- 
eytic cuffing of the bile duct. 

a—pseudolobule ; 4—lumen of the bile duct ; 
e—submucous lymphocytic cuffing ; d—the prolifera- 
ting biliary afferents at the portal periphery. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
m.m. periplan o.k. eye piece—4 m.m. 

1tz). 


18. Case No. 3. Photomicrograph of a portal 
space of the 4th order showing the concentric fibrosis 
around the bile duct (a). 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
mat objective—4 m.m. periplan o.k. eye piece—4 m.m. 
Leitz). 


Fic. 20, Case No. 4. Photomicrograph of the reticulum 
of the liver showing the irregular scarring around a 
division of the hepatic vein. 

h.v.—hepatic vein. 

(Foot and Menard’s silver impregnation technique ; 
apochromat objective—8 m.m. periplan o.k. eye piece 
—4 m.m. Leitz). 
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Fia. 21. Case No.5. Low power photomicrograph of 
the reticulum of the liver showing pseudolobulation. 

a—a pseudolobule ; b—portal spaces ; c—branches 
of the hepatic vein showing sclerotic thickening of the 
wall and narrowing of the lumen. 

(Foot and Menard’s silver impregnation technique ; 
apochromat objective—8 m.m. periplan o.k. eye piece 
—4 m.m. Leitz). 


Fig. 23. Case No. 5. Low power photomicrograph of 
part of a portal space of the 2nd order showin 
considerable submucous lymphocytic cuffing and we 
marked constriction of the loa of the bile duct. 

a—bile duct ; b—submucous lymphocytic cufting ; 
c—hepatic parenchyma. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
= objective—1 a; periplan o.k. eye piece—4 m.m. 

itz). 


Engraved & printed by 
The Bengal Autotype Co., Cal. 


Fig. 22. Case No. 5. Photomicrograph of a section of 
the liver showing bile thrombi, bile cylinders and large 
amount of granular bile pigment in the hepatic cords 
of a pseudolobule. 

a—bile pigment. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
~ objective—8 m.m. periplan o.k. eye piece—4 m.m. 

itz). 


Fia. 24. Case No.5. Same as Fig. 23. Magnified to 
show the nature of the infiltrating cells. 

a—lumen of the bile duct ; b—submucous lympho- 
cytic cuffing. 

(Ehrlich’s Acid Haematoxylin and Eosin ; apochro- 
/12 a; periplan o.k. eye piece—4 m.m. 

itz). 
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blue under high pressure into the bile ducts. The 
more easy and pronounced development of these 
lesions after ligature of the bile duct in animals which 
like rabbit and guinea pig secrete bile copiously, than 
in others with scantier bile secretion like dogs and 
cats, is also in support of the distension theory 
(Tsunoda), regarding the genesis of the lesion. The 
histological evidence (Figs. 9—12) from preparations 
from Case No. 2 clearly shows that the flask-shaped 
dilatation occurs in the thin walled afferent bile ducts 
at the parenchymal periphery, the narrow apex being 


continuous with the parenchymal network as was 
originally described by Steinhaus (1891). Inflamma- 


tory exudate responsible for the atrophy of the hepatic 
tissue around this biliary aneurysm is seen both inside 
and around the dilated afferent. An early destruc- 
tion of the thin lining epithelium of the dilated affer- 
ent usually obscures its pathogenesis. 


-SuMMARY 


Case reports :—Autopsy and histological findings 
of five cases with photomicrographs. 

Definition:—Only the conditions with wide- 
spread chronic inflammation of the bile passages with 
disorder of the function are to be designated ‘‘Biliary”’ 
and fibrosis of inflammatory origin in the liver as 
“‘Sclerosis.’’ A biliary sclerosis may often accompany 
cirrhosis of other kinds thus constituting the mixed 
type. 

Morbid Anatomy:—A_ widespread intrahepatic 
nonsuppurative pericholangitis or ‘‘cholangitis lenta’’ 
is the pre-sclerotic condition. Uniform hepatomegaly, 
fine granularity, intense widespread subepithelial 
pericholangitie round cell infiltration with narrowing 
of the lumen and pericholangitic sclerosis and fibrous 
thickening of the Glisson’s capsular sheaths of the 
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portal ramification, bile staining and histological 
evidences of bile-capillary stasis without’ pseudo- 
lobulation and distortion of the characteristic pattern 
of the porto-hepatic venous network are the principal 
characteristic of a pure case of cholangitic hepatic 
sclerosis. 

The pericholangitis varies in intensity and in the 
level of distribution in the bile-duct tree in different 
cases. The biliary lesion is often seen in the autopsy 
room combined with other hepatic lesions, notably 
toxic cirrhosis, and results in a mixed picture. 


Pathogenesis. Hepatomegaly :—The hepatic en- 
largement in cholangitic sclerosis is inflammatory— 
congestive and exudative and not a true hypertrophy. 
Pseudolobulation and portal obstruction is absent in 
the absence of sclerotic distortion of the porto-hepatic 
venous trees and their mutual alignment. 


Bile duct proliferation is more pronounced in the 
active stages and is confined to the afferent bile 
channels or “‘canals of Hering’’. It is a response 
to the obstruction to the flow of bile offered by the 
inflammatory narrowing of the lumen of the bile ducts. 
Icteric necrosis occurs around aneurysmal dilatations 
of the afferent bile channels and is the result of in- 


creased pressure of bile excretion. 
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Throughout, his lecture, 
observations were mainly on five cases. 


The lantern slides exhibited related to the following :— 
1. Section from a patient of 40 years. Jaundice of one month. A sort of fever of 14 days’ duration. 


the speaker confined himself with the purely pathological aspect of the question. 


His 


Clinically, 


he had anemia. Post-mortem showed a uniform bile staining. 


2. From an infant. 
tion of the disease. 


3. The third was that of an adult of 20 years. 


corresponded to the typical book description of what they called 


present. 


This child was typical of infantile cirrhosis. 


Jaundice of the obstructive type of two years duration. 


499 — 


Jaundice set in three months before determina- 


His liver 


‘Monolobular Cirrhosis.’ Primary syndrome was 
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DISCUSSION 


Dr. Jivraj N. Mehta, the President remarked that 
the subject dealt more with the pathological side 
rather than the clinical side. Being a pathologist 
himself, he could see that the discourse was of great 
value to his branch of medical science. 


Dr. T. 8. Tirumurthi said that the Vizag Medical 
College Pathological Department had done something 
really very useful in this direction. The old familiar 
idea that alcohol was an important fact in cirrhosis 
of the liver had been blown up. Again malaria did 
not play any part in cirrhosis. General Megaw’s 
theory of postdysenteric superior peritonitis was also 
razed to the ground. Biliary cirrhosis of the liver was 
found both in children and adults. He hoped that 
such pursuits of research as Dr. Ramachandra Rao 
had made would surely show some tangible results in 
that direction. 


' Dr. Sankararaman speaking on the aspects of 
treatment in such cases as biliary cirrhosis stated 
that glucose and adrenalin every alternate day for six 
months markedly reduced the agony of the children 
who did not as a result of the injections die of jaun- 
dice. He referred also to a report in the British 
Medical Journal where 30% were cured and 50% im- 


proved by the administration of glucose and horse 
serum usually advocated for such conditions. 

Dr. Jaya Surya said it seemed to him that with 
fibrotic changes noted in such cases any chance of 
therapy was hopeless. Of nine cases of this condition 
which came under him, only one was saved and even 
this more by accident. Alternating treatment by 
glucose and adrenalin could be recommended only 
with the idea of extenuation, which was the only re- 
sult achieved in acute cases. 

The lecturer remarked that the importance of the 
subject was that clinical experts must co-operate in 
respect of arriving at the best treatment for such 
conditions. His object was to show that such a 
diffuse peri-cholangitis and hepatic fibrosis were 
possible and the second thing was eventually about 
cirrhosis. Prognosis in extensive fibrosis was not an 
easy thing. Calcium therapy was advocated as the 
method of treatment in such cases. He did not, how- 
ever, come there to suggest any line. of treatment 
which was within the province of the physicians, 

The President while winding up called for the 
co-operation of all those concerned in devising effect- 
ive remedies for the conditions described by the 
reader. 
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Recent literature has been inundated with articles 
on this subject, the controversy centering round the 
matter of treatment, but before entering on a resume 
of the prevalent ideas with regard to treatment a word 
on certain clinical points may be of interest. 

A. As regards the relation of the blood to the 
act of vomiting three classes of cases are recognized : 

(i) The hemorrhage may be the cause of the 
vomiting, without warning and without any preceding 
symptoms of gastric upset. This is seen in cases of 
acute gastric uleer and sometimes in cirrhosis of the 
liver and in purpura hemorrhage. 

(ii) The hemorrhage may occur during the 
course of a disease of which vomiting is a symptom. 
This is seen of course typically in cases of chronic 
gastric ulcer, also in cancer of the stomach; in 
cirrhosis of the liver and in acute gastritis. 

(iii) The vomiting may be the cause of 
the hemorrhage. Hemorrhage may occur at the end 
of an attack of prolonged vomiting, having been 
caused by it, e.g., in sea sickness. In such cases the 
amount of blood in the vomitus is small. 

(iv) It is well to remember that a patient may 
die from a profuse hemorrhage, without blood being 
vomited at all. 

B. The physical characters of the vomitus and 
the relation of these to the pathological condition 
present in the alimentary tract, which for purposes of 
this discussion is confined to the stomach and 
duodenum. 

If the vomitus is of the type designated as 
“coffee grounds’’ then one knows that the hemorrhage 
has been moderate in amount and has occurred slowly, 
because the ‘‘coffee grounds’’ appearance is due to the 
formation of acid hematin by the HCl of the gastric 
juice, for the formation of which a certain amount of 
time is necessary. Such bleeding occurs from the 
surface of an ulcer, benign or malignant and from the 
mechanical congestion of cirrhosis. If in such cases 
the bleeding has been rather more profuse then dark- 
coloured clots will be present in the vomitus. 


Large amounts of bright red blood point to the 
presence of acute ulceration, less commonly to chronic 
ulceration and rarely to carcinoma. If in small 
amounts and mixed with mucus, red blood points 
rather to acute toxic gastritis. 


C. The character of the hemorrhage. This may 
be slight, moderate, severe, or profuse. A very slight 
degree of hemorrhage is suggestive of carcinoma, 
especially if occurring in elderly people, who have not 
been the subjects of indigestion. A moderate hemorr- 
hage early in a chronic dyspepsia is suggestive of 
gastric ulcer. A severe hemorrhage indicates rather 
chronic duodenal ulcer. A profuse hemorrhage with- 
out any previous gastric history suggests cirrhosis of 
the liver, or splenic anemia if the spleen is enlarged. 


D. Examination of the patient is important, but 
no less important is the history of the case. 
Position of pain, tenderness and rigidity. While 
pain and gastric symptoms point to organic disease 
of the stomach and duodenum, it should be remem- 
bered that the absence of pain with perhaps bleeding 
at intervals points to acute gastric ulcer. 


Presence of tumour may be ascribed to dilated 
stomach, enlarged liver and spleen denoting, portal 
obstruction with back pressure or carcinoma when 
associated with wasting and jaundice. Any general 
disease associated with hemorrhage must also be 
eliminated. 

Ki. The differential diagnosis is important.— 
Having made these somewhat dogmatic statements 
one realizes only too well that it is impossible pro- 
bably by clinical methods to decide whether the 
patient is bleeding from an acute or a chronic ulcer, 
the amount of blood vomited being of little value in 
helping to differentiate the one from the other, for 
the hemorrhage from an acute ulcer may be severe, 
repeated and fatal or may not be evident till malena 
draws attention to the fact of bleeding. 


To diagnose the nature and the situation of the 
lesion responsible for gastro-duodenal hemorrhage is 
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most difficult, and it is doubtful if the use of the 
gastroscope can be of much help, not because of 
technical difficulties attending its use, but because 
he would be a courageous operator who would take the 
risk of employing such methods in a patient suffering 
from profuse hemorrhage and its attendant profound 
shock: 

With regard to the nature of the lesion while 
Finsterer states that in 89% of cases the hemorrhage 
is due to a chronic ulcer and only 45% is due 
to cirrhosis of the liver and 1-5% to carcinoma, which 
simplifies the question of diagnosis, Izod Bennet 
and Rauchet add to the difficulty by disagreeing with 
this statement. 


With regard to the site of hemorrhage, it is 
impossible by clinical methods to tell whether or not 
it is due to an erosion of a large vessel in the floor 
of an ulcer or merely from the mucous membrane 
at the edges of an ulcer. 


TREATMENT 


It is more especially in cases of hemorrhage from 
gastric and duodenal ulcers that the treatment is at 
once so difficult and so important. 


During the last few years there has been much 
controversy over the treatment of bleeding from the 
stomach and duodenum, and reading over the litera- 
ture at our disposal, one notes, the large variations 
in the percentage of mortality quoted; the rapid in- 
crease in the mortality from  gastro-duodenal 
hemorrhage in recent years; that the bulk of these 
figures refer to medical treatment; that surgical treat- 
ment has so far been tried only as a last resource 
and has in the circumstances acquitted itself credit- 
ably, so far as the welter of calamitous statistics 
can tell. 

But for most of us the vital question for consider- 
ation is not whether the treatment of gastric hemorr- 
hage should be medical or surgical; for, in the major- 
ity of cases, in the first instance, it will be medical, 
but rather what plan of medical treatment should be 
adopted? Not so much should we operate but should 
we transfuse? Should we feed the patient or starve 
him? Should we give morphia and hemostatics? And 
finally we must ask, does treatment influence the 
mortality of this serious and puzzling catastrophe? 
Enthusiasm for theories must never be allowed to 
blind us or obscure points of paramount importance. 
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Therefore, first let us ask what is the mortality and 
then let us pass on to treatment, medical and surgical, 
and see what the results are. 


The mortality with the usual medical treatment 
(i.e. rest, rectal, salines, morphia, nil by the mouth, 
transfusion) despite Lenhartz and before Meulen- 
gracht, i.e., with complete or partial starvation, is as 
detailed below : 


ENGLAND 
Hurst 1924 4% 
Gordon-Taylor 1924-33 21% 
Bulmer 1927 10%, 
London Hospital 1928 36%, 
Chiesman 1932 27% 
Aitken 1934 11% 
Hellier 13% 
Lethenby Tidy = —— 19%, 
Davies & Nevin —— 21% 
Burger & Hartfall —— 22% 
Rose-Melbourne 58%, 
CANADA 1927 13% 
NEw York 1931 20% 
SWEDEN 1931 7% 
DENMARK 1914 7%, (Christiansen) 
1933 1% (Meulengracht) 


Davies and Nevin and Aitken (391 cases) worked 
out the mortality figures, grouping their cases as 
severe or moderate, a classification which must be 
noted when statistics come to be compiled. 


Severe: Usually the result of a chronic ulcer 
where the hemoglobin was below 20% gave a mortal- 
ity of 45%. 

Moderate: Usually the result of an_ errosive 
hemorrhage gastritis where hemoglobin was above 
20%, gave a mortality of 6%. 

Bulmer worked out the relative mortalities in 
males and females and found that in males the death 
rate from hematemesis was over twice as great as in 
females, 

The figures quoted for Denmark are the most use- 
ful amongst the statistics given, because in one 
hospital two men—Christiansen and Meulengracht 
have tried out two different lines of treatment, namely 


by starvation and by feeding. 


Hurst quoted by Chiesman (Lancet 1932-October) 
in 1924 and again in 1929 stated that he never had 
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a case in which death resulted from hematemesis, 
a statement which sounds paradoxical when Hurst’s 
own mortality is on his own showing in the region of 
4%, but Hurst, however, is probably correct, the 
patient does not die as a direct result of the 
hemorrhage but as a result of the exhaustion, which 
is due in some measure to the insufficiency of food 
and drink with which the patient is supplied at this 
time. 


Up to the present time, Lenhartz’s teaching has 
fallen into obscurity, it has been taught that the pro- 
cesses of digestion dislodge the clot over the bleeding 
point and so food has been avoided, morphia and atro- 
pine given, rest and quiet insisted upon and for the 
thirst, glucose saline 4 pint every 4 hours, given per 
rectum or subcutaneously. It was even taught 
(Bolton) that a blood transfusion should not be given 
after an initial hemorrhage, but only after one or 
more recurrences, because by raising the blood pres- 
sure transfusion merely brought about further 
bleeding. 


Transfusion does not act as a hemostatic, it may 
in fact tend to promote bleeding, it is simply a treat- 
ment for hemorrhagic shock: when the pulse is in the 
region of 140 and systolic B. P. below 90 m.m. and 
the Hb. below 40% with a blood urea rising to 100 
mgms. per cent, then the patient requires treatment 
because of hemorrhagic shock and even if the ad- 
ministration of fluid by mouth or parenterally may 
stimulate further bleeding by diminishing the viscosity 
of the blood and raising the B. P. of which there is 
no proof, it is still non-physiological to deprive an 
exsanguinated patient of fluid. 

It is a simple matter to give glucose and saline 
parenterally and as simple to watch the blood and 
urine chemistry and to see that the body is not over- 
taxed with chlorides and glucose. 


. The indications for blood transfusion then might 
be stated thus: 


Pulse in the region of 140 and over, 

Systolic blood pressure below 90 m.m, 

R. B. Cs in the region of 2 millions. 

Hemoglobin below 40%, and 

Blood urea above 100 mgms per cent. 

Witts in a recent number of the B. M. J (April 
1937) writes:—‘‘I do not believe that it is possible 
to prevent death by immediate operation on all cases, 
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of gastro-duodenal hemorrhage or on all severe casés, 
or on all cases believed to be bleeding from a chronic 
ulcer and I think any of these practices would lead 
to an appalling rise in the general mortality from 
hematemesis.’’ Many surgeons may agree with him, 
despite Finsterer’s figures (1936) of 5% mortality 
after immediate operation and a 30% mortality for 
late operation for bleeding peptic ulcer. Witts adds 
further “‘I do not myself believe that it is wise to 
treat recurrent bleeding by operation though I realize 
that the available data are hardly sufficient for reliable 
judgment on this’’ and goes on to say ‘Patients with 
recurrent bleeding are the only ones of whom we can 
feel certain that they are likely to die if treated medi- 
cally. Up-to date we have had even more reason to 
feel certain that they are likely to die if treated 
surgically.’’ A rather hopeless position to arrive at 
but one which as Bolton says renders recurrent bleed- 
ing from the stomach and duodenum a legitimate 
field for clinical experiment and the only field in which 
to test the new technique of massive transfusion plus 
operation on the one hand and Meulengracht’s 
methods on the other. 

Surgical treatment then was only advised when 
the physician found attempts at improving the 
patient’s condition fruitless and when a rapidly deter- 
iorating condition ominously predicted a fatal issue. 
This was the natural outcome of a teaching bolstered 
up by figures which showed (Cullinan and Price 1932) 
that a solitary hemorrhage was rarely fatal (4%) but 
that the mortality rose sharply with recurrence (40%) 
and reached 60% in patients with more than one 
hemorrhage. Importance was placed on the treat- 
ment of recurrent hemorrhage with which figures 
showed that surgery could not effectively deal and 
the matter of paramount importance, the possibility 
of surgical treatment for the initial hemorrhage was 
not stressed until Finsterer’s work impressed itself 
on unbiased minds. 


But some, dissatisfied with the usual medical 
treatment, have come to doubt the principles upon 
which such treatment is based and questions such as 
these have to be answered. 


Do we rest the stomach by withholding food and 
drink? No one who has experienced the pangs of 
hunger can believe so. 

Do we help the stomach wall to contract and aid 
in the formation of blood clot over bleeding points by 
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causing it to relax with morphia? The mortality 
statistics do not support us. 


Do we help the exhausted patient to fight death 
by depriving him of the vitamins and calories so essen- 
tial to life? Statistics again, are against us. 

Might we not also ask ourselves, does it seem 
likely from our present knowledge of vitamins and the 
principles of nutrition that the healing processes are 
not favoured by an insufficient diet and a diet lacking 
in vitamin C? 

Is it not possible that small recurring 
hemorrhages of which there is no clinical evidence 
help to ensure the fatal issue, aided probably by the 
administration of morphia, which relaxes the stomach 
and abolishes the rugosity which must aid in some 
degree the clotting of the blood over the bleeding 
point? 

Thinking along such lines Meulengracht made 
bold to cut the cable of traditional medical methods 
and feed all cases of hematemesis initial or recurrent. 


Thus as a logical consequence Meulengracht was 
driven in the face of strong opposition to try what 
had been tried 30 years before by Lenhartz, namely, 
the method of immediate feeding of the patient. 


At the 16th Scandanavian Congress for Inter- 
national Medicine at Uppsala in 1933 Meulengracht 
reported the results of treatment of hematemesis by 
giving the patient ‘“‘something to eat’’ that is, some 
varied food from the first day, and plenty of it. 


Meulengracht changed from fasting to continuovs 
feeding because he found 


1 That exhausted patients often died after 
hemorrhage in spite of scrupulous dieting 

2. That sometimes patients with protracted 
hemorrhage stopped bleeding when given 
food 

8. That ambulant patients often recovered from 
severe malena without making any particular 
change in their ordinary diet 

4. And further, that it seemed of questionable 
advantage to starve a patient at a tirae when 
he presumably was in special need of 
support. 

Between 1931 and 1935 Meulengracht reported 

251 cases with 8 deaths, a mortality just over 1%. 


From the day after admission he gave all his 
patients a full puree diet and put them on— 
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Soda Bicarb 200 grs. 
Mag. Subcarb 200 grs. 
Ext. of Hyoscyamus 2 grs. plus Ferri Lactate 
4 gr. t.d.s. 
The puree diet was as follows: 
6 am. Tea, bread and butter. 
9 a.m. Oatmeal porridge with milk tea, 
and butter. 
Dinner—Meat or boiled chops or fish or 
omlette with vegetables and stwed fruit. 


bread 
1 p.m. 


Cocoa with bread and butter. 
Sliced meats, cheese and tea. 


3 p.m. 

6 p.m. 

In 12 cases of profuse hemorrhage blood trans- 
fusion was given, and as stated out of the 251 cases 
he had 8 deaths and one of these was a case of 
perforation. 

In Meulengracht’s opinion the diet has no effect 
on the hemorrhage because these patients died 8 days 
after the bleeding. , 


To come now to the thorny question of surgery 
in the treatment of gastro-duodenal hemorrhage. 


Conflict of opinion between the physician and 
surgeon can rarely arise in connection with the bleed- 
ing from an acute peptic ulcer. This must but very 
rarely require surgical treatment. Considering the 
pathology of acute gastric ulcer and the difficulties 
attending the differential diagnosis this must neces- 
sarily be so. ‘‘Haemorrhage from acute ulcers is the 
province of the physician’* (Morley) and with the 
advent of drip transfusion, indications for surgical 
treatment have practically gone. The bleeding, how- 
ever, may occur from an acute ulcer in a patient, the 
subject of chronic ulceration and the diagnosis being 
impossible, apart from the use of gastroscope, which 
one would not hasten to employ, the discussion re- 
solves itself into the principles of surgical teatment 
of bleeding from chronic peptic ulcers. 


It is of first importance then from the viewpoint 
of prophylaxis to seek for an indication of the type of 
case in which medical treatment is likely to fail should 
a hemorrhage occur. 

Ogilvie writes: ‘‘ Those burrowing posterior 
duodenal ulcers, which give rise to the worst 
hemorrhage are often marked by deep-seated pain, 
which shows no remission and which is only partly 
relieved by taking food.’’ This type he affirms forms 


the absolute indication for operation. 
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One might then regard surgical interference in 
such cases as not only the best treatment for the 
penetrating ulcer, but the sure method of preventing 
the disaster, which hemorrhage may bring in_ its 
train. The value of such prophylactic treatment 
can only he disputed if the indication for the treat- 
ment is not admitted. 


Bui as Gordon Taylor points out, gastric re- 
section carries a mortality of at least 3%, which is 
greater than the risk run by the possessor of a peptic 
ulcer of dying from hemorrhage, therefore operation 
merely as a prophylactic treatment for hemorrhage 
is not advised. 

The bleeding having occurred, several questions 
liave been put forward for consideration from the 
surgical point of view. 


1. Should a first active hemorrhage from a 
known chronic peptic ulcer be treated surgically ? 


” 


The answer in general would be ‘‘no’’. (Gordon 
Taylor’s attitude is one of ‘“‘armed expectancy’’). We 
are advised to treat the case as a first hemorrhage, 
be it from an acute or chronic ulcer, because we are 
fold that the mortality is small from _ initial 
hemorrhages (3-4%) and that drip transfusion and a 
Meulengracht’s dietary, which relatively rests the 
stomach, have reduced the mortality to just over 1%, 
a statistical result to which the general surgical re- 
sults cannot aspire. But, and there are several 
buts, it is necessary to consider one or two points 
before coming to any definite conclusion. 


First it is obviously fallacious to say that the 
results of medical treatment are better than those 
obtained by surgery when comparison is made between 
cases of completely different degrees of severity. 
(Finsterer, Lancet, August 1936). Hence the 
necessity of defining what is a severe and what is a 
moderate hemorrhage. 


The contention that fatalities rarely occur in 
cases of initial severe gastric hemorrhage is as 
Finsterer affirms ‘‘not in accordance with facts.’’ 


When comparable conditions are compared then 
the mortality under medical treatment is not as a 
cursory glance at some figures would indicate, but is 
better expressed by the figures of later years. 


The mortality (25%) under medical treatment 
as Tidy admits, refers to all cases of hematemesis, 
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while only the severest hemorrhages are considered 
when surgical interference is called for. 


As has already been stated Aitken at the London 
Hospital gives a mortality rate of 119% for all cases in- 
cluding slight cases, while for his severe cases his 
mortality rate jis 428% and at the Middlesex Hospital, 
the mortality for years 1924-1933 was 21% for cases 
treated medically, while Rose of Melbourne gives u 
mortality of 58% for his series of 48 cases treated 
medically. 


Chiesman (St. Thomas’s Hospital) gave for acute 
cases treated medically a mortality rate of 25%, and in 
62 cases, where the bleeding continued after 24 hours 
the mortality in spite of medical treatment rose to 
74%. Of the 46 cases which died autopsy revealed 
in no fewer than 45 out of the 46, a large eroded 
artery at the base of the ulcer. ; 


The mortality depends on whether or not a large 
artery is eroded and the case presenting such erosion 
of a large vessel is precisely the case in which Tidy 
advocates surgical treatment. 


But another but—how are we to know clinically 
that the profuse hemorrhage is the result of the 
erosion of a large artery, or whether or not it is 
coming from the mucous membrane at the edge of an 
ulcer, because as Finsterer says ‘‘if the first bleeding 
is not due to erosion of a large artery it may be 
arrested by medical treatment, but life is still in 
danger, because, before the patient recovers from his 
anemia, he may again bleed and this time from the 
erosion of a large artery.’’ But while it is impossible 
to tell whether or not the bleeding is from the mucous 
membrane at the edge of a chronic ulcer and _ is 
capable of being arrested, it is equally impossible to 
tell whether or not the patient will have a second 
hemorrhage before he recovers sufficiently from the 
first; therefore, and for good reason Finsterer says 
“TI always operate in profuse bleeding immediately 
and thus have almost in every case dispensed with 
a blood transfusion,’’ and adds, ‘‘as the results of 
late operation are bad I do not advise operation where 
there is a possibility that the hemorrhage has ceased. 
In acute hemorrhages from a chronic ulcer immediate 
operation can prevent death from hemorrhage or per- 
foration and given proper technique is more likely 
than medical treatment to lead to recovery.”’ 
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In 1933 Finsterer analysed his results. In 46 
cases of early operation his mortality was 4:3% and in 
55 cases of late operation it rose to 32-7%. 


Gordon Taylor states that any hemorrhage from 
an ulcer (and here he is referring to acute bleeding 
from chronic ulcers) is almost a matter of as much 
urgency as a perforation. One might go further and 
say that a hemorrhage is of even greater urgency. 
He further adds (Lancet, October, 1935) that 
‘* Finsterer‘s ‘first 48 hours’ is still the optimum 
period for surgical attack in hematemesis and 
the golden age of gastric surgery will have 
been attained, only when all cases of hemorrhage 
from chronic ulcers come to operation within that 
space of time.”’ 


One summarises these statements by saying,—the 
surgeon wishes to deal with the initial hemorrhage, 
while the physician asks him to deal with those cases 
of recurrent hemorrhage in which surgical inter- 
ference is in the surgeon’s opinion a last resource and 
likely to prove fatal. But these are the cases which 
are to die if treated medically, something therefore 
must be done. 


Despite the remarkable prescience of some, most 
confess their inability to form any idea of the prog- 
nosis in cases of first bleedings. It would seem there- 
fore that Finsterer has made out a good case for 
surgical intervention in case of initial bleeding, if we 
remember that the treatment of the patient should be 
our first consideration and then that of hemorrhage. 


2. We are faced with a second or third active 
hemorrhage. Gordon Taylor says, ‘‘Be on the alert 
with a bias to surgery’. A surgical colleague might 
be consulted, so that if operation is deemed a 
possibility, surgical treatment might give the patient 
a last, but poor chance to survive. 


8. Is it wise to resort to surgical treatment while 
the bleeding is still active, or is it better to wait till 
the bleeding has ceased? The apparent answer is to 
say ‘‘wait till the bleeding has ceased and then 
operate.’’ But how are we to know that the bleeding 
has ceased? By noting that blood transfusion is not 
controlling the Hb. in which case operation seems 
called for. Again, how are we to know that the 
bleeding will not occur in a very short time? 


The answer, if the following statistics mean any- 
thing, is ‘‘operate if the hemorrhage goes on’’. 
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Taxier and Clavel have analysed those 
which have ended fatally and find that cases which 
bleed on two consecutive days are of extreme gravity. 
Cases which do not bleed on 2nd day but recur on 
the 3rd day are grave and 80% die on the 4th or 
5th day. 

Cases which do not bleed on the 2nd or 3rd day 
do not tend to bleed on the 4th day and show a 
survival rate of 80% on the 8th day and 60%, on the 
14th day. 


It would appear, therefore, from such statements 
that where the bleeding continues, surgery must be 
immediate if lives are to be saved, that is if surgery 
can save them. 


cases 


Taxier, Clavel and Finsterer all regard the third 
day as the critical day. 

Deductive reasoning demands immediate opera- 
tion but enthusiasm tempered by statistical knowledge 
(the low mortality of first haemorrhage) demands an 
expectant view, despite the fact that statistics 
tell us that that view can after a second hemorrhage 
expect nothing but a grave mortality (78%). 


What then are we to do when faced with these 
cases and what are the indications if any for surgical 
intervention, the time for prophylactic surgery having 
passed ? 


The final outcome of any case being a matter of 
doubt, we can at least take steps to organize donors 
from among relatives and friends. 


In the light of published experiences there is no 
objection to moving a patient with the drip trans- 
fusion running on the score of the grave danger of 
transport. But a word of warning—Cullinan and 
Price point out that transfusion does not act as a 
fact 
provoke further hemorrhage when given to a bleeding 
patient though it does not provoke a recurrence in 
a patient who has stopped bleeding. 


hemostatic in hematemesis and in may even 


Transfusion is a treatment for hemorrhagic shock, 
not a direct treatment for bleeding and should, there- 
fore, be resorted to only in cases where the pulse has 
risen above 140, or where the systolic B. P. has fallen 
below 90 mm. the hemoglobin below 40% or where 
the blood urea has risen above 100 mgms. per cent. 
Blood urea estimation is useful in those cases where 
despite copious hemorrhage the blood pressure and- 
the pulse remain at normal levels. 
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Witts following these rules has had to transfuse 
only 6 out his 27 cases. 

What are indications for surgical intervention? 
Gordon Taylor summarises these as follows : 


(a) If the hemorrhage is terrific, then Gordon 
Taylor and Finsterer advocate immediate operation. 
No other endeavour to save the patient is possible 
and this is merely giving the patient his only chance, 
however, remote we may imagine success to be. 

(b) If clinical data show that the hemorrhage is 
continuing, i.e., drip transfusion is failing to control 
the hemoglobin, then operative treatment is indicated. 


(c) In eases of a second hemorrhage within a 
year in which there is a probable ulcer history. If the 
second hemorrhage follows soon after the first, then 
the indication is the more definite. 

Finsterer’s mortality rate is 5%—3 deaths in 
59 cases, but he definitely forbids surgical treat- 
ment in late cases if there is any possibility that the 
hemorrhage has ceased, simply because the mortality 
rate is in late cases high. According to Finsterer, to 
arrest the hemorrhage in a late case cannot repair the 
damage done to parenchymatous organs as a result of 
prolonged anemia. 

One can do no better than sum up this matter by 
quoting Gordon Taylor’s conclusion in his article on 
this subject in a recent number of the British Journal 
of Surgery (October, 1987). 

“The problem of the bleeding peptic ulcer is 
certainly not one of surgery versus medicine, although 


In the course of his lecture Col. Cruickshank de- 
monstrated two of his recent cases illustrative of his 
conclusions. 


The Chairman, Dr. Choudri of Lahore, said that 
Col. Cruickshank had taken a very sound and com- 
monsense and practical view of this very controversial 
question. 


Dr. Gopalan agreed with the views of Col. Cruick- | 


shank. He himself had investigated cases of duodenal 
ulcer in 1935 and his conclusions strongly supported 
the conclusions of Col. Cruickshank. ‘Incidentally he 
said Indian cities must develop a method of getting 
donors for blood transfusion at a short notice and they 
also must be prepared to pay the donor adequately. 
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without doubt there is a group of cases which opera- 
tion alone can save. That a very large percentage 
of ulcer-hemorrhages cease to bleed spontaneously or 
by reason of medical treatment, is not Alenied ; it is 
also freely admitted that the success following 
early operation might have attended an expectant 
line of treatment, but late surgical intervention 
consequent upon unsuccessful medical therapy is 
attended by a forbidding mortality; therein lies the 
difficulty in decision as to treatment. 


“‘T am merely pleading that the surgeon be not 
excluded from the consultation until that last 
desperate stage of ulcer-hemorrhage. Supreme 
judgment on his part will be of more value to his 
patient than the acme of operative skill; indiscriminate 
operation cannot be too strongly condemned. Statis- 
tics may be valuable, but the surgeon no less than 
the physician will be sadly wanting in his art if he 
be influenced by these in the treatment of the 
individual; every case is to be regarded as a special 
problem deserving of the most careful attention. 


“The value of the continuous blood-drip transfu- 
sion is inestimable and if in certain cases operation 
should appear probable, or possible, it is important to 
remember that critical third day, for Finsterer’s first 
48 hours’ is still the optimum period for surgical 
attack in the bleeding of chronic peptic ulcer.’’* 


*Lecture delivered at the Scientific Section of the All- 
India Medical Conference, Madras, December, 1937. 


In Moscow he said they collected the blood from the 
accident cases and kept them in a frigidaire for use in 
cases of necessity for transfusion of blood. Finally, 
he strongly urged the necessity of having an associa- 
tion of donors in all the cities in India. 


Dr. C. P. Viswanatha Menon said that the patient 
demonstrated by Col. Cruickshank was one of his old 
patients on whom he wanted to do a gastrectomy but 
owing to his poor condition, did only a gastro-jejunos- 
tomy. The present hematemesis might be from the 
original ulcer. 


Dr. D. Subramaniam emphasized on the need for 
combating the surgical shock due to blood depletion. 
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INTRODUCTION 


Analysis of gastric contents is for a long time 
being considered as an important investigation in the 
diagnosis of the dyspepsias, chiefly those of gastric 
and duodenal origin. The general principle of the 
method has been to examine the contents of the 
fasting stomach and also the gastric contents after 
a standard meal. The standard meal has varied very 
much at different times and in different places. At 
first it was customary to give the standard meal after 
withdrawal of the fasting contents and then to bring 
out all the contents of the stomach at a time one 
hour after the meal. At this time Ewald test break- 
fast consisting of toast and tea was commonly 
employed as the standard meal. This was, however, 
soon replaced by the more satisfactory fractional test 
meal method. In this method fasting contents are 
withdrawn first and then with the tube still in 
stomach the patient is given to swallow the meal 
and thereafter several samples are withdrawn at 
some fixed intervals instead of all the contents being 
withdrawn at a time. The advantages of this 
method over the older method are obvious. 


Oatmeal gruel (2 tablespoonfuls of oatmeal in a 
quart of water boiled up to a pint) has been very 
commonly used as the standard meal for fractional 
analysis and in this oatmeal method samples are 
withdrawn at 15 minutes’ intervals. Recently, how- 
ever, in some places alcohol test meal, in favour of 
which certain advantages are claimed, is being used 
in place of the oatmeal gruel. In the alcohol 
method 50 c.c. of 7% alcohol is used as the meal and 
10 c.c. samples are withdrawn at 10 minutes’ 
intervals. The author’s experience is with these two 
methods only, viz., oatmeal and alcohol methods. 
In doubtful cases of achlorhydria or achylia gastrica 
histamine test is to be recommended as histamine is 
one of the strongest stimulants to gastric secretion. 
This method has, however, not been tried in any case 
by the author. 


THE VALUE OF GASTRIC ANALYSIS IN CLINICAL DIAGNOSIS 


JAHARLAL GHOSH, B.sc., m.p. (Cal.), M.r.c.p. (Lond.), M.R.c.s. (Eng.). 
From the Department of Medicine, Carmichael Medical College Hospitals, Calcutta 


In order to apply this method of investigation (i.e. 
gastric analysis) in the diagnosis of pathological condi- 
tions it is of utmost importance to be familiar with 
normal findings and what is even more important 
with the possible variations in health. It has to be 
remembered that the acidity curve may vary from day 
to day in the same patient and that as age increases 
the acidity gradually diminishes. It is also important 
to campare the findings of a particular case with the 
average normal of the country or province to which 
the patient belongs. It will not be out of place, 
therefore, to mention in passing the normal findings 
obtained by the author amongst Bengalees by the 
two aforesaid methods before the findings in abnormal 
conditions are discussed. 

In gastric analysis the amount of fasting contents 
is measured, the free and total acidity of each sample 
is estimated and the absence or presence of such 
substances as blood, bile and mucus noted. In the 
catmeal method each sample is tested in addition for 
the presence of starch, absence of starch in any given 
specimen indicating the emptying time of stomach. 
Samples are also tested for abnormal acids _parti- 
cularly lactic acid and are submitted to microscopical 
examination. Some authorities recommend the esti- 
mation of total chlorides but this has not been done 
in the author’s series. 


Norma. Finpincs AmMoncst BENGALEES 


Instead of giving a detailed description of the 
free and total acidity obtained amongst healthy 
Bengalees, I am showing here in the following figures 
the variation of free HCl and the average free and 
total acidity curves of Bengalees by oatmeal and al- 
cohol methods; these have been already published 
elsewhere (Ghosh, 1937 & Ghosh, Roy and Mukherji, 
Calcutta Medical Journal, February, 1938, page 45). 

Compared with normal figures for other countries, 
the gastric acidity of Bengalees is lower, possibly de- 
pending upon the diet which is relatively poorer in 
protein. Bhattacharya (1933) also obtained similar 
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Graph 1. Showing the limits of variation of free HCI in 
25 healthy Bengali males. The darker area represents the 
limits of variation in selected 80 per cent. of subjects. 


results with oatmeal method. As will be seen from 
the foregoing graphs the alcohol method gives results 
similar to that by the oatmeal method except that 
the acidity tends to be slighty higher and the type of 
curve slightly different. The fasting contents vary 
from 20 to 75 ¢.c.; the average figure is 40 c.c. The 
emptying time of stomach varies from 1} to 24 hours 
with an average of 2 hours. In some cases a weakly 
positive test for blood and a few R. B. C. by micros- 
copical examination may be obtained possibly due to 


bow 
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Graph 2. Showing the average free and total acidity 
curves in healthy Bengali males. Free acidity—continuous 
line. Total acidity—interrupted line. [The acidity of any 
particular sample (say the second or the third after gruel) in 
the average curves indicates the average of the acidity of that 
particular sample of all the curves.] 
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Graph 3. Showing the limits of variation of free HCl in 
15 healthy Bengalee males. (Alcohol method). The darker 
area represents the limits of variation in selected 75% of 
subjects. 


Time j 


trauma of a slight degree produced by the insertion 
of the tube. Duodenal regurgitation as judged by 
the presence of bile is very variable in different cases. 
I found achlorhydria in 12% of healthy subjects of 
my oatmeal series but in none of the cases of alcohol 
series. The figures for the incidence of achlorhydria 


# 10 20 30 40 §0 60 70 go 
— Time in minutes — 


Showing the average free and total acidity 
curves in healthy Bengalee males. (Alcohol method). Free 
acidity—continuous line. Total acidity—interrupted line. 
(The acidity of any particular sample in the average curves 
indicates the average of the acidity of that particular sample 
of all the cases). 


Graph 4. 
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amongst healthy subjects have been differently given 
by different workers. 


Gastric ANALYsIs Finpincs In SomE 
Or ComMMonER Causes Or DyspEpsIA 


Gastric Ulcer—In gastric ulcer hyperacidity is 
present in many of the cases. Both free HCl and 
total acidity are increased. Blood test may be 
positive. The average acidity in gastric ulcer cases 
as obtained by me is shown in Graph 5. 
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Graph 5. Showing average acidity in gastric ulcer cases. 


Free HCl—Continuous line. 
Total acidity—Interrupted line. 


Gastritis—In chronic gastritis the acidity is 
usually low and in many cases there is complete 
achlorhydria with excess of mucus. 


Carcinoma of Stomach—In the majority of cases 
there is complete absence of free HCl. Lactic acid 
is present in the fasting contents of many. Blood 
test is positive. Microscopically, Boas-Oppler ba- 
cilli and carcine may be detected and it is said that 
cancer cells may sometimes be recognised. In the 
rare group of ulcer cancer cases free HC] may be pre- 
sent and even hyperchlorhydria in the early stages. 


Gastric Dilatation due to Pyloric Obstruction—The 
quantity of fasting contents is increased; this is usually 
more than 5 oz. The acidity is low. Abnormal acids 
may be present. The emptying time is increased. 


Duodenal Ulcer—In majority of cuses_ the 
acidity is very high. In some cases there may be 
the typical climbing curve. The emptying time is 
diminished. A curve that shows no tendency to de- 
scend so that the highest point occurs when the 
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stomach is empty is called a climbing curve and one 
such is shown in Graph 6. 
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sraph 6. Shows climbing curve in a case of 


duodenal ulcer. 
The average acidity in a series of 32 duodenal 
uleer cases investigated by me is shown in Graph 7. 
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Graph 7. Showing average acidity in duodenal ulcer cases. 


Free HCl—Continuous line. 
Total acidity—Interrupted line. 


Chronic Gall-bladder Disease—The findings in 
these cases depend upon reflex disturbances of gastric 
The gastric acidity may be normal, 
I have more often found 


functions. 
diminished or increased. 
increased acidity. 

Chronic Appendicitis—So far gastric analysis 
findings are concerned what has been said about 
chronic gall-bladder disease also applies to chronic 
appendicitis. The acidity may be normal, diminished 
or increased. In some cases even achlorhydria may 
be found. I have, however, found hyperchlorhydria 
much more frequently. 
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Gastric ANALysIs Finpincs In AN@MIAS 


There are certain varieties of anemia in which 
achlorhydria forms an important feature. Thus in 
pernicious anemia achlorhydria is constantly present 
and is to be considered as a diagnostic feature. The 
achlorhydria is due to chronic atrophic gastritis. 
Achlorhydria is also found in many cases of the so- 
called idiopathic hypochromic anemia and anemia 
of Plummervinson syndrome. In the majority of 
cases of pregnancy anemias whose gastric contents 
I analysed I found hypochlorhydria. In just a few 
cases I obtained complete achlorhydria and most of 
them were cases of the so-called pernicious anemia 
of pregnancy, that is to say, anemia of the hyper- 
chromic macrocytic type occurring during pregnancy. 


Gastric ANALYysIs Finpines In OTHER CONDITIONS 


Achlorliydria is present almost constantly in sub- 
acute combined degeneration. It may be said that 
as pernicious anemia is present in these cases the 
achlorhydria is related to the pernicious anemia 
rather than to subacute combined degeneration. But 
as subacute combined degeneration may sometimes 
occur in cases showing no or but very little anemia 
(Russell Brain, 1933) and as even in these cases also 
achlorhydria is a feature of the disease the relation- 
ship between achlorhydria and subacute combined 
degeneration must be more fundamental and direct 
‘and achlorhydria is to be considered one of the 
important diagnostic features of the disease. 
Hypochlorhydria or even achlorhydria is found in 
many of the cases suffering from any of the allergic 
disorders. Achlorhydria has been found in syphilis 
of the stomach (Hurst, 1929), in some cases of osteo- 
genesis imperfecta (Fleming, Radish and Williams, 
1937), rheumatoid arthritis, acne rosacea (Beaumont, 
1932), ete. 

It is interesting to note here that we found 
achlorhydria in 8 cases and hypochlorhydria in one 
ease out of 4 cases of epidemic dropsy whose gastric 
contents were analysed. The number of cases is, 
however, far too small to warrant a conclusion (Roy, 
Nandy and Ghosh, 1933). 


Discussion 


The usual gastric analysis findings in certain 
diseases have been stated above. Now I am going 
to discuss their value in diagnosis. Though the 
swallowing of the Ryles’ tube causes much less dis- 
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comfort to the patient than the introduction of the 
stomach tube which was used in the earliest times yet 
all would agree that it is not after all a pleasant affair 
on the part of one who has been ailing from some 
bodily discomfort; this is a particularly difficult task 
with the females of our country. Besides the 
analysis of the different samples is a laborious task 
and requires a considerable amount of time. So the 
possible value of this method of investigation in a 
particular case must be thought of before the patient 
is subjected to the trouble. 


The value of gastric analysis in the diagnosis oi 
dyspepsias may be considered first. Following J. R. 
Bell (Hurst and Stewart, 1929) the test meal results 
(Free HCl) may be classified into 6 groups, viz.. 
1. Achlorhydria. 2. Hypochlorhydria. 3. Low 
normal, 4. Average normal. 5. High normal. 
6. Hyperchlorhydria. The average example of eacl 
is illustrated in relation to the standard for Benga! 
worked out by me in Graph 8, 


alow” 
- TIME IN HOURS- 
Graph 8. Average example of different groups of 
test meal results (free HCl). 


The relative frequency of the test meal results 
according to the above classification in certain group= 
of my systematically investigated cases is shown 
in Table I: 


It would be seen from the above table that 
achlorhydria was present in all the cases of cancer o! 
stomach and that hyperchlorhydria was present in 
the majority of cases of duodenal ulcer, gastric ulcer, 
chronic gall-bladder disease and chronic appendicitis. 
In all the 3 cases of cancer of stomach lactic acid 
was present in the fasting contents. Maclean (1928) 
puts great stress on the presence of definite amount 
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Condition No. of Hypochlor- 
cases Achrohydria hydria 
investigated 
No 9 No. % 


Healthy Bengalees 25 
36 


Duodenal ulcer 


Gall-bladder disease 13 nil nil 2 15°4 


TABLE I 


Gastric ulcer ar 7 nil nil I 14°3 


Cancer of stomach 3 3 1oo nil nil 


Chr. appendicitis ... 6 nil nil nil nil 


GASTRIC ANALYSIS IN CLINICAL DIAGNOSIS Vou, Vil. Xo. 9 


Low A verage High Hyper- 
Normal Normal Normal chlorhydria 
No. % No. % No. 9 No. 


3 8°3 


nil nil 


I 14°3 I 14°3 


nil nil nil nil nil nil nil nil 


I 77 2 15°4 2 15°4 6 46°1 


nil nil I 16°7 1 16°7 4 66°6 


*Includes 2 cases of duodenal ulcer showing hypochlorh ydria on first examination and later hyperchlorhydria after 


lavage of the stomach for a few days. 


N.B.—The diagnosis of the cases referred to in the above 
cases after laparotomy. 


of lactic acid in these cases. But it has to be 
remembered that in some cases of gastric dilatation 
following pyloric obstruction lactic acid may be found 
in the fasting contents of stomach but in these cases 
though hypochlorhydria is common complete achlor- 
hydria is uncommon and it is to this combination of 
achlorhydria and presence of definite amount of 
lactic acid that MacLean puts the diagnostic value. 
In the vast majority of cases showing this combina- 
tion along with positive blood test amongst the 
gastric analysis findings the diagnosis will be 
carcinoma of stomach. Meakins (1937) has expressed 
his view on this point as follows: ‘‘ The presence of 
lactic acid was considered some years ago to be of 
great importance in the diagnosis of gastric cancer. 
This is not given as much credence now as formerly. 
That it does occur there is no doubt but it also occurs 
in other conditions besides cancer, particularly if 
there is reduction of free gastric acidity with pyloric 
stasis.’’ Any way in a case where the diagnosis of 
carcinoma is suspected from the history and physical 
findings and if other methods of investigation 
keep the diagnosis still in doubt positive findings 
by gastric analysis are to be considered helpful 
because they bend additional support to the diagnosis. 
So far the detection of cancer cells microscopically in 
gastric contents is concerned, I think that is an 
impossibility, if not in all cases, certainly in the vast 
majority of cases. I have not been able to detect 
them in the gastrie contents of any case of carcinoma 
of stomach up till now. 
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table was confirmed by X-ray examination and in many 


So far gastric and duodenal ulcer, chronic gall- 
bladder disease and chronic appendicitis are con- 
cerned although hyperchlorhydria has been found in 
the majority of the cases more constantly in duodenal 
ulcer than in others these conditions may exist in the 
absence of hyperchlorhydria; hypochlorhydria or even 
achlorhydria may sometimes be found in these cases. 
Recently one case of duodenal ulcer complicated by 
achlorhydria has been reported by Braimbridge (1937). 


In gastric and duodenal ulcer cases achlorhydria 
may be found only very rarely, achylia gastrica never. 
(Hurst and Stewart, 1929). Be that as it may even 
if the expected findings, viz., hyperchlorhydria be 
obtained then it may be considered just as one 
additional data in favour of the diagnosis of the case 
be it of gastric or duodenal ulcer. It carries us no 
further than that and does not even exclude the other 
possibilities. As regards distinction between gastric 
and duodenal ulcers it is practically of no help. The 
typical climbing curve, which is said to be so 
characteristic of duodenal ulcer, I found in only 15%, 
of my cases of duodenal ulcer. Besides a climbing 
curve may sometimes be found in conditions other 
than duodenal ulcer. Maclagan (1934) also has 
pointed out that climbing curve can no longer be 
considered as a sign of pyloric irritation. 


MacLean (1928) in describing the value of 
gastric analysis has stated ‘‘ There is no doubt what- 
ever that the fractional test meal has helped very 
materially to throw light on certain processes of 
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digestion; it is also of value in the investigation of 
pathological conditions. At present, however, the 
deviations between the normal and the pathological 
are not sufficiently well-known to render the method 
of great value in diagnosis. In connection with all 
the other factors of the case it may be helpful but 
this is all that can be claimed. In my experience its 
use as a routine measure is unnecessary in the 
majority of the usual gastric conditions, for practi- 
cally all the essential information it affords can be 
obtained by simpler means. For the _ scientific 
investigation of gastric disease it is of great value.’’ 
Coming now to the anemias it may be stated that in 
analysis of gastric contents we have a valuable 
method of investigation: Achlorhydria is one of the 
distinctive features of certain varieties of anemia, 
particularly of pernicious anemia. Pernicious anemia 
can be distinguished from acrestic anemia which 
resembles pernicious anemia so closely by the presence 
of achlorhydria in the former and its absence in the 
latter. 


Recently attempts are being made to evolve a 
biochemical method of estimation of intrinsic factor 
(Castle’s principle) in gastric secretions. If the 
method becomes successful that would help materially 
the investigation of ansemias. 


It may be mentioned here in passing that 
fasting contents of stomach may be examined for 
tubercle bacilli in those cases of pulmonary tuber- 
culosis where sputum is not available, e.g., in some 
children who swallow their sputum. It is said that 
positive results may sometimes be obtained in these 
cases. Considering the difficulty of making a child 
swallow the Ryle’s tube it may be pointed out that 
this may be a method of investigation of only 
academic interest and that it cannot be recommended 
for routine use in such cases as there will be but 
very few cases where the diagnosis will remain doubt- 
ful ‘even after a radiological examination. 

Though strictly not within the scope of this 
paper I may just mention that at times gastric 
analysis gives a better guide to the clinician in treat- 
ment than in diagnosis. 


SUMMARY AND CONCLUSION 


1. Analysis of gastric contents is undoubtedly a 
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*Read at a meeting of the Surgical Society of the Carmichael Medical College, February, 1938. 
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valuable method of investigation of the dyspepsias 
but possibly its value is usually over-estimated. 

2. Achlorhydria with presence of definite 
amount of lactic acid in the fasting contents is 
highly suggestive of cancer of stomach. 


3. Hyperchlorhydria in a suspected case of 
ulcer (gastric or duodenal) is merely an additional 
point in favour of the probability but not at all 
pathognomonic of the condition. The typical 
climbing curve when obtained in such a case is 
suggestive of duodenal ulcer. 


4. Presence of definite amount of blood in 
gastric contents speaks of the existence of breach of 
mucous surface. 


5. Analysis of gastric contents materially helps 
in the diagnosis of anemias and subacute combined 
degeneration. 

6. The results of gastric analysis should always 
be interpreted with due regard to the history, 
physical findings and results of other special methods 
of investigation.* 
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INTRODUCTION 


It is not often realised what a dominant part 
urinary infection plays in the causation of serious 
symptoms during pregnancy and the puerperium. 
In the majority of cases, fortunately the symptoms 
are mild and clear up before much mischief is done. 
In some at least, severe symptoms manifest them- 
selves leading to the condition known as_pyelitis 
gravidarum in pregnancy and to severe signs of 
sepsis in the puerperium. 


To appreciate fully the causes which lead to 
infection of the urinary tract during this period, it is 
necessary to recognise the anatomical and _physio- 
logical changes that occur during the course of 
pregnancy. 

To speak about the anatomy of the ureters, the 
ureter in its lumbar and iliac portion lies in contact 
with the aponeurosis of the psoas about one finger 
from the spine. In front, it is in intimate relation 
with the posterior peritoneum. It has a wide range 
of mobility in its abdominal portion, a fact to be 
borne in mind when considering the changes that 
occur during pregnancy. At the pelvic brim, the 
ureters cross the iliac vessels obliquely, where the 
common iliac artery divides into the internal and 
external divisions. At this point there is a difference 
in the two sides due to the difference in the course 
of the common iliac vessels. The right common 
iliac vessel crosses the vertebral column from left to 
right and therefore lies more anteriorly than the 
left. As the right ureter must cross over the right 
common iliac vessels almost at'a right angle to gain 
the pelvis, it has a more exposed course than the 
left which is partly protected by the promontory of 
the sacrum and the sigmoid colon and its mesentery 
which lie anterior to it. 

The physiological changes that occur in the 
urinary tract during pregnancy have’ an important 
bearing on the pathology of the urinary tract during 
pregnancy and the puerperium. The most constant 
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changes are dilatation of the pelvis and calyces of 
one or both ureters and lateral displacement of the 
structures. The right kidney and ureter are affected 
oftener than the left but the left ureter is displaced 
laterally more frequently than the right. 


The cause of urethral dilatation is twofold: 
(1) The primary changes in the ureter are hormonal 
in action. (2) The pressure of the uterus causes a 
constriction at the pelvic brim. 

The uterus, ureters and large bowel underge an 
atonic change, which commences during the early 
months of pregnancy and persist until the 82nd 
week when it slowly diminishes, so that at term the 
uterine musculature is not only irritable but con- 
tracts vigorously. 

The ureter in its relaxed state is unable to expel 
the urine excreted by the kidney because of the 
steadily increasing weight upon it as it gradually 
dilates and in so doing contains an increasing column 
of more or less static urine. 

Residual urine whether it occurs in the bladder, 
ureter or pelvis of kidney is a source of danger which 
has long been recognised by urologists, as it is prone 
to infection and once contaminated, allows of such 
rapid growth of micro-organisms as to make it 
difficult for a cure so long as the stagnation persists. 
The pregnant woman with her dilated ureters is 
therefore in constant risk of developing an upper 
urinary tract infection. But as only two per cent. 
of the patients develop pyelitis gravidarum there 
must be some protective force at work. 

How does infection occur? There are four 
channels by which infection may spread to the 
urinary tract under favourable circumstances, viz., 
the blood stream, the lymphatic channel, ascending 
infection along the ureter and directly from the 
intestines. 


The immediate proximity of the ascending colon 
to the right kidney pelvis gives rise to the possibility 
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of a primary, isolated infection of the pelvis of the 
right kidney by way of the lymph stream or by 
contiguity. 

Bacteriology. The dominant organism respon- 
sible is the B coli. The presence of the colon 
bacillus in the urinary tract is the result of the two 
factors :— 

1. The constant penetration of the bacilli from 
the intestinal tract and the multiplication of these 
bacilli in the urinary tract. There is a definite 
relationship between pyelo-cystitis and the patho- 
logical condition in the intestinal canal and between 
the type of colon bacilli present in the urinary tract 
and the type of those in the intestinal canal. In 
cases of pyelo-cystitis, it is necessary to pay special 
attention to the function of the intestines and the 
problem of rendering the bacterial flora of the 
intestines normal, 


Among other micro-organisms may be mentioned, 
streptococci, staphylococci, pneumococci, gonococci 
and typhoid and paratyphoid group of bacilli alone 
or in combination with the coli organisms. 


_ The methods used to study the effect of infection 
on the urinary tract are chromo-cystoscopy, catheteri- 
sation of the ureters, determination of the urea- 
clearance of the urine of each kidney, McLean’s urea 
estimation and intravenous pyelography. 


Urinary INFECTION IN DIFFERENT STAGES 
OF PREGNANCY 


First trimester and early part of the second 
trimester, i.e., up to 20th week. At this period the 
most dominant factor in the causation of urinary 
infection is displacements of the gravid uterus. The 
commonest displacement is a backward displace- 
ment, retroversion or retroflexion. Sometimes pro- 
lapse occurs. In such cases, the cervix is displaced 
pushing up the bladder and urethra and constriction 
results and the inability to pass ‘urine results in 
stasis. and decomposition. Organisms freely gain 
admission. In some cases the urinary infection 
necessitates the termination of pregnancy. Urinary 
antiseptics, free drainage of the bladder and correc- 
tion of the displacement are indicated. 


In. some eases there may be alleviation’ of 
symptoms as the uterus grows into the abdominal 
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cavity. Rarely sacculation of the uterus results and 
when posterior sacculation occurs the resultant inter- 
ference with the natural position of the bladder and 
urethra may cause retention and infection. 


Pyelitis, pyelonephritis and pyelocystitis. These 
constitute the most common complications of 
pregnancy. The most important factor is stasis. 
The health of the patient is not an important factor. 
It generally occurs between the 20th and 36th week 
being most frequent between the 28th and 32nd week 
of pregnancy. 

It is customary to divide cases of pyelitis of 
pregnancy into two groups—acute and _ chronic, 
according to the severity of the urinary symptoms. 


It is more common in primi- than in multiparas. 
Oceasionally it is met with in the puerperium when 
it is likely to be mistaken for uterine infection. 


There is usually a dull aching pain in the right 
flank associated with fever, chills, sweating, malaise 
and sometimes nausea and vomiting. Occasionally 
this is preceded by dysuria and hematuria but not 
often. In some cases fever may not be present. 
Examination reveals a tender kidney, sometimes 
enlarged. There is tenderness in the costo-vertebral 
angle and over the course of the ureter. The point 
of great tenderness is at the junction of the outer 
border of the lumbo-sacral muscle with the ‘lower 
margin of the last rib (Covas’ point). 


The urine is cloudy and contains clumps of 
W.'B. C. and many bacteria. The latter are usually 
B. coli with sometimes staphylo and streptococci as 
secondary invaders. Temperature runs a_ hectic 
course with elevations frequently associated with 
chill. The urine practically never becomes sterile 
before the end of pregnancy and exacerbation during 
the course of pregnancy is common. 


Diagnosis. Is not difficult if the above typical 
symptoms are present. The different methods of 
examination suggested already should, however, be 
borne in mind. A bacteriological examination of the 
catheter specimen of urine is needed in every case. 


Prognosis. If properly treated at the early 
stages, the condition is amenable to treatment. The 
possibility of recurrence and exacerbations during 
pregnancy and puerperium should be remembered. 
The disease is more dangerous in primi- than in 
multipara. Pregnancy may terminate prematurely 


be 
rte 
se 
it 
1 
| 
Pp 
a 
ae 
t] 
b 
a 
re 
ti 
We p 
ti 
b 
t 
f 
. 
ae t 
J 
ay 
I 
é 
J 
f 
( 
| 


JOURNAL 


or may have to be interrupted thus giving an un- 
fortunate prognosis to the child. During a severe 
rigor associated with rise of temperature labour may 
set in. i 


Treatment. The treatment of pyelitis divides 
itself into two phases, the first concerning the acute 
phase and the second the chronic. The febrile 
patient should have complete rest in bed, bland diet, 
a fluid intake of 100 oz. per day, alkalies such as 
Sod. bicarb. and frequent change of position. On 
this treatment, a large proportion of patients will 
become afebrile in a few days, with complete dis- 
appearance of ‘symptoms. They should however 
remain in bed a full week after the temperature has 
touched normal. The improvement seldom means 
that the patient is eured, particularly if it is ante- 
partum, as repeated urine examination will usually 
show a continuance of pus and bacteria. From this 
time onward, if there be no acute exacerbation, the 
patient should be considered as chronically infected, 
bearing in mind the constant danger of a return of 
the febrile phase both ante- and post-partum. She 
should continue the therapy in modified form until 
term. 


Complete bed rest should follow at once. 
Fowler’s position with frequent changes from side to 
side seems to favour drainage. 

A bland diet, elimination of intestinal stasis, 
forcing of fluids, and administration of alkalies are 
advised. Foci of infection especially in the teeth and 
tonsils should be sought and eliminated. 


The value of ureteral catheterization in all 
patients who do not quickly respond to medical treat- 
ment has been emphasised. Catheterization of the 
ureters removes the factor of urinary stasis and 
permits free drainage of the kidney pelvis. Catheters 
are inserted into both ureters in spite of unilateral 
preponderance of signs and symptoms. They are left 
in place for four to six days and re-inserted if 
necessary. 


General supportive measures, blood transfusion 
for the grave secondary anemia may all be indicated. 


Termination of gestation is rarely necessary when 
diagnosis is made early and adequate treatment 
instituted, but may sometimes be a life-saving 
Spontaneous abortion and premature 


measure. 
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labour occur frequently due to the long continued 
fever and toxemia. 


Autovaccines have also: been used in some cases. 


Mandelic acid is definitely superior to other drugs 
in urinary infection. Apparently it is most effective 
against B. coli and less so against staphylococci, 
streptococci, B. pyocyaneus and J}. proteus. 


Urinary INF2CcTIONS IN THE PUERPERIUM 


The part played by urinary infections and 
especially by the B. coli in the causation of fever 
during the puerperium is not as well appreciated as 
it should be. It may be stated that in over 50% of 
cases of puerperal pyrexia, urinary infection is the 
primary. B. coli dominates the same. In 30 to 40% 
of the cases, mild local sepsis with pathogenic 
organisms, such as _ staphylococci, streptococci, 
B. pyocyaneus, B. coli and others may be present. 
The type of fever due to the streptococcus is com- 
paratively infrequent and would be more so if vigor- 
ous treatment with a misconceived zeal to clean the 
genital passages were less in vogue. 

-In eases of infection of the urinary tract in the 
puerperium, pyrexia occurring within three days of 
the delivery is due to 

1. Prolongation of pyrexia of a pyelitis of 

pregnancy, 

2. Exacerbation of a chronic pyelitis or 
3. Presence in the blood stream of organisms 
derived from the bowel. 


Pyrexia between Sth and 10th day may be 
due to 
1. Exacerbation of a chronic pyelitis, 


2. Invasion of blood stream by organisms from 
bowels, 


3. Primary infection of the urinary tract. In 
these cases B. coli is the chief organism. This has 
an avidity for urinary tract. The manner in which 
this may gain admission to the urinary stream is 
multitudinous. 

During labour laceration of the urethra and 
clitoris, vaginal tear, tear of the perineum and 
that involving the sphincter, catheterization of 


bladder, infection of the vagina with infected urine, 
distension of the bladder after forceps delivery, tears, 


sutures, uterus, 


perineum retro-displacement of 
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intestinal stasis, peritonism and paralytic ileus are 
all responsible. Although the pyrexia lasts for more 
than a fortnight the patient does not look ill and the 
evening rise of temperature is sometimes the only 
sign. Pain and tenderness in the flank and occasion- 
ally pain over the region of the bladder is present. 
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Temperature is not typical. Pulse temperature ratio 
is low. Bacteriological examination of urine at once 
settles the diagnosis. It is unwise to presume uterine 
sepsis until urinary infection has been eliminated. 
The treatment is on the same lines as pyelo- 
cystitis.* 


DISCUSSION 


Dr. Chandrasekaran. Much has been said about 
B. coli infection but no mention has been made 
about ketogenic diet. I think there is nothing to 
contraindicate its use in pregnancy or the puer- 
perium., 


Dr. Venkatagiri. A simple examination of the 
urine in a conical glass with the suggestive symptoms 
is quite enough for a clinical diagnosis. The treat- 
ment is comparatively simple with alkalanisation. 


He stressed the importance of the tenderness 
over the last rib in diagnosis. He was not inclined 


to think that urinary infections were quite so very 
common as mentioned by the lecturer. He had found 
in his practice vaccines of immense value. His 
experience was that Urotropine in 40 gr. doses 
showed much better results than the usual 30 gr. 
doses. 

Dr. Kapur said he had a good word to say 
about ureter catheterisation which was of benefit in 
some cases. He did not consider that the services 
of an experienced urologist was necessary for this 
ureter catheterisation and that every gynecologist 
should be competent to undertake this procedure. 


HISTIDINE ANDPEPTIC ULCER—A SHORT RESUME 


M. NARASIMHA RAO, m.z.B.s., 


Department of Nutrition, All India Institute of Hygiene and Public Health, Calcutta 
Formerly Research Fellow, Andhra University, 


Aron of the University of Strasbourg, in 1933 pro- 
pounded the theory of histidine deficiency as an 
etiological factor in peptic ulcers and revolutionised 
the treatment of peptic ulcer by the parenteral histi- 
dine therapy. The present paper contains a commen- 
tary of the same and the results of observations on a 
series of sixteen cases of peptic ulcer treated with 
histidine. The series consisted of eleven duodenal 
ulcer cases, three gastric and two jejunal. All the 
cases were such that medical treatment was definitely 
indicated. Gastric analysis, barium meal and x-ray 
of the gastrointestinal tract, were done in each of the 
cases before and after treatment. The progress of 
the cases during the treatment was gauzed by the 
examination of the stools for occult blood, twice a 
week, A record of the weight of the patient during 
the treatment was maintained. The actual treatment 
comprised on an average 21 to 25 daily intramuscular 
histidine injections of 5 c.c. of 4% histidine mono- 


*Lecture delivered at the Scientific Section of the XIV 
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hydrochloride. No other concurrent treatment was 
adopted nor the diet restricted. Nearly all the cases 
were ‘followed up’ for one year after the treatment. 

Judging the symptomatic, radiological and _bio- 
chemical evidences, only three cases, one duodenal, 
one jejunal and one gastric, can be classified as 
‘cured’. In one case there was only symptomatic 
relief. Though temporary symptomatic relief was 
found during the first few injections, ten of the 
cases showed neither irmprovement or otherwise. 
Two of the cases got definitely worse after the treat- 
ment. Two cases put on weight during the course 
of treatment. The drug was tolerated well in all the 
cases except one which showed a severe reaction at 
the commencement of the treatment. Judging the 
value of the treatment of peptic ulcer with histidine 
in this small series of sixteen cases it can be 
summarised that histidine cannot be classed as an 
‘ulcer cure’. 


All-India Medical Conference, Madras, December, 1937. 
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The consideration of the Bill to regulate the 
import into British India of drugs and medicines has 
been postponed by the Select Committee and 
Provincial Governments have been notified to send in 
their decisions as to whether they will introduce in 
Provincial Legislatures supplementary bills for con- 
trolling the storage, manufacture and sale of drugs in 
different provinces or, in the alternative, empower 
the Central Legislature to bring in and pass a compre- 
hensive measure for such control. We have always 
been insistent in our demand for a Bill which will not 
only control the import, manufacture and sale of drugs 
in our country but also give substantial assistance to 
the manufacture of medicines within the country; for 
we feel that India should try to be self-sufficient in this 
matter lest she should suffer from difficulties in the 
event of war and political entanglements occurring in 
Europe or America. We have also pointed out 
in these columns that the question of issue is 
not one of control but of distribution of pure and 
efficacious drugs at a cheap rate, to the poverty- 
stricken, disease-ridden millions of India. For such 
purposes an all-India scheme of development and 
control is absolutely necesary. Such a scheme alone 
can ensure uniformity of standard, of control and of 
policy of development. 

We have therefore no hesitation in requesting the 
Provincial Governments to ask the Central Assembly 
to take up the question and introduce and pass a 
comprehensive measure as preshadowed in the Report 
of the Drug Enquiry Committee. We hope and trust 
that when the Central Assembly discusses such a 
Bill it will give due consideration to our demands 


IMPORT OF DRUGS BILL 


regarding an Indian Pharmacopoeia and the creation 
of Advisory Boards for closer association of public 
opinion in the administration of the Act. 


We feel, however, that even when such a measure 
is placed on the statute book and administered rigidly 
and efficiently, it will only touch the fringe of the 
problem of medical aid to our suffering country men. 
The vast majority of the people in India have neither 
the opportunity nor the financial capacity of receiving 
aid from qualified medical practitioners trained in the 
western system of medicine. The village hakim and 
vaid have been, from time immemorial, carrying on a 
flourishing practice among folk. 
There has been, so far as our knowledge goes, no 
systematic attempt made to organise these different 
types of medical Provincial 
Governments have recently instituted state faculties 
This is in our 


these village 


yractitioners. Some 
I 


of ayurvedic and unani medicine. 
opinion a step in the right direction. But this is 
Much remains to be done. The 
Provincial Governments should seriously consider the 
situation in all its aspects. ‘hey should strive to re- 
organise the vaids and hakims of the villages and see 
to it that they are properly trained and qualified. 
Not only so,the medicines prepared for consumption 
by patients under their advice should be so controlled 


with regard to manufacture, storage and sale that the 


merely a_ step. 


poor villagers might get pure and efficacious drugs at a 
cheap rate. It is only when such a comprehensive 
scheme is applied to the whole of India that the prob- 
lem of medical aid specially in the rural areas might 
be regarded as adequately tackled and solved. 
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Menta, Symptoms ASSOCIATED WITH Brain TuMOR 


Keschner and others (Journal of American 
Medical Association, March 5, 1938, page 714) from 
anu analysis of the mental symptoms studied in 530 
cases of brain tumor point out that no mental symp- 
toms ure specific for brain tumor, that tumors invol- 
ving both sides of the brain show the most severe and 
varied type of psychic disturbances, that mental 
symptoms particularly disturbances in memory are 
common in supratentorial than in  infratentorial 
tumors, that complex visual and auditory hallucin- 
ations are more frequent with tumor of the temoral 
lobe. They further observe that crude auditory 
hallucinations are heard commonly on the side of the 
tumor and localised tactile hallucinations indicate 
that parietal lobe opposite to the side of hallucination 
is the seat of the tumor. These mental reactions are 
determined more by the physical and _ subjective 
disabilities and the total personality of the patient 
than by the site of the tumor in the brain. The 
faciors responsible for production of symptoms, in 
order of importance are (1) involvement of both sides 
of the brain, (2) increased rate of development of 
symptoms of brain tumor, (3) the rapidity of tumor 
growth, (4) sudden appearance and rapid development 
of the intracranial hypertension and (5) supratentorial 
location of the tumor. 


EPHEDRINE 


Gaddum ( British Medical Journal, April 2, 1938, 
puge 713) in his Sidney Ringer Memorial Lecture 
gives a new theory of the action of ephedrine. We 
know that parasympathetic nerves act by liberating 
acetylcholine which is destroyed by an esterase atter 
the nerves impulse has been transmitted and that 
eserine or physostignine inhibits the action of this 
esterase so that after the injection of eserine the 
impulses passing along the parasympathetic system 
will have a greater effect. Similarly in the sympa- 
thetic system the chemical transmitter is adrena- 
line or a very similar substance. This adrenaline 
after having transmitted the nerve impulse gets 


destroyed by amine oxidase. Gaddum’s theory is 
that ephedrine inhibits this amine oxidase so that 
after its injection the sympathetic impulses produce 
greater effect than before. ‘I'he relation of ephed- 
rine to the sympathetic system (adrenergic nerves) 
is thus like that of eserine to the parasympathetic 
system (cholenergic nerves). This theory is backed 
by experimental evidences from the work of 
Blaschoke, Richter and Schlossman at Camridge and 
the combined work of Kwiatkowski and the author 
himself (these works have been described in detail in 


the text). 

The maximum benefit with ephedrine is obtained 
in bronchial asthma. It is also used in whooping 
cough, and in allergic conditions such as hay fever, 
urticaria and in vasomotor rhinitis as loeal application, 
constricting the vessels and drying up the secretion. 
Kphedrine has been used successfully 1n both preven- 
tion and cure of the attacks of Stokes-Adams’ 
syndrome. It is useful also in narcolepsy where it is 
replaced now by its more efficient chemical relative, 
viz., benzedrine. Ephedrine has been used with 
some success in dysmenorrhea, enuresis (action on 
the central nervous system) and in sea-sickness. It 
has been employed for ophthalmological diagnosis in 
preference to atropine and homatrophine because a 
6% solution is seen to dilate the pupil in about an 
hour and keep it dilated for 5 to 20 hours, and because 
it keeps intact the reactions to light and accommoda- 
tion and does not produce any increase in the intra- 
ocular tension. 

Toxic effects noted by its use are general nervous- 
ness, insomnia and tremor, vomiting and sweating, 
palpitation, urinary retention and skin eruption. 


Drua Eruptions 


Bolam (Medical Press and Circular, April 20, 
1938, page 334) mentions in the following lines some 
of the characteristic skin eruption caused by the drugs 
taken orally: 1. Antipyrine— (a) morbilliform, (b) 
circular, well-localised, slighty raised; tend to recur 
on same site. 2. Arsenic—(a) pigmentation, (b) 
diffuse thickening of palms and soles and discrete 
wartlike, circular lesion especially on the hands. 
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3. Atropine—searlatiniform, itchy. 4. Bromides— 
(a) papulo-pustular resembling acne, (b) warty 
granulomatous or nodular, often over the 
5. Chloral—generalised scarlatiniform. 6. Copaiba 
—morbilliform, on trunk. 7. Hypnotics—(a) urea 
compounds-purpura, (b) barbiturates-morbilliform and 
very itchy, accompanied by temperature and consti- 
tutional disturbances. 8. JIodides—(a) pustular, 
(b) acneiform, (c) bullous and purple fungating lesions 
more rarely. 9. Morphine—intense itching, then 
erythema-like scarlet fever. 10. Phenolphthalein 
—oval macules, red, changing to purple and later be- 
comnig pigmented. 11. Quinine—(a) erythema of 
face and neck, (b) urticaria. 12. Salicylas— 
(a) erythema, (b) urticaria. 


Tue Use Or ProsticMInE In THe MANAGEMENT OF 
Post-OpERATIVE DiIsTENSION AND ILEUS 


Harger and Wilky (Journal of American Medical 
Association, April 9, 1938, page 1168) in reporting on 
the successful results obtained by injection of prost- 
igmine (1 in 4,000 solution) in 175. cases observe that 
the drug is a valuable agent for the prevention and 
treatment of postoperative distension and paralytic 
ileus. The drug can be injected more frequently 
(2. to 4 hours’ interval) without producing any un- 
toward by-effects. 


Tue THerApy OF IcTerus 


Fantus and Steigman (Journal of American 
Medical Association, March 5, 1938, page 732) deal 
with the subject of icterus under headings of true, 
pseudo and subicterus and the true icterus group is 
further considered by them under hyperhemolysis, 
obstructive and hepatosis icterus and icterus of the 
new-born. They describe the characteristic features 
of each group, clinical as well as laboratory and the 
treatment of each condition in detail. 


Toxic subicterus calls for (1) immediate stoppage 
of the toxie substance, e.g., arsenicals, ete. (2) free 
use of water and carbohydrates (sugar by mouth and 
dextrose intravenously), (3) the administration of 
calcium (ora) and parenteral) and sodium thiosulphate 
(1 gm. by mouth three times a day and by vein 1 gm. 
in 20 c.c. of water daily until jaundice disappears). 
Splenectomy is curative in chronic hemolytic jaundice 
of subicterus group. In true icterus caused by hyper- 
hemolysis the primary factors involved must be 
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searched for and eradicated. The treatment of 
obstructive jaundice consists of (a) general regimen of 
bed-rest and diet containing abundance of carbo- 
hydrates, no fat and very low protein and that prefer- 
ably of vegetable origin, vitamins C and D in plenty, 
(b) the administration of water in sufficient quantity 
to eliminate the cholemic effect, (c) securing bowel 
evacuation by the use of fluid extract of cascara 
sagarda or alkaline saline purgatives in doses sufficient 
to produce one or two bowel movements during 24 
hours, (d) using choleretic such as sodium salicylas, 
ealeium with or without parathyroid to counteract 
hemorrhagic tendency and transfusing blood or serum 
as a preoperative measure. Operation is indicated 
(1) in all cases in which the obstruction is removable 
but the symptoms show no tendency to improve in 
two weeks, (2) when obstruction is irremovable (neo- 
plastic) and (3) in ‘“‘catarrhal form’’ when __ the 
jaundice is persisting. Preoperative cares of gall- 
bladder cases comprise of the following: (a) estima- 
tion of bleeding and clotting times, typing of the 
blood and selection of a suitable donor, (b) the use of 
diet containing 300 to 509 gms. of carbohydrate 
daily, (c) the administration of syrup (150 ¢.c.) in 
some flavouring fruit drink given in the evening 


” 


before and in the morning of the operation and 
(d) transfusion of 500 ¢.c. of blood or serum (human 
or’ horse) shortly before Postoperative 
eare consists of (1) suitable posture—in drainage 


operation. 


cases the sitting posture at an angle of about. 35 
degree promotes drainage, otherwise 
comfortable to the patient; (2) 
dextrose intravenously should be given at least for 
the first 24 hours with addition 
there is a deficit of salt; (8) diet—water is started 
6 hours after operation; if vomiting persists gastric 
and parenteral fluid 
advised; after 24 hours if the intestine has not been 
operated a residue-low diet may be started; (4) 


any posture 
phleboclysis—5 %, 


of salt solution if 


suction administration are 


insulin with adequate glucose may be necessary in the 


second week to combat the asthenia with anorexia 
and emaciation; (5) the use of nitrites for pain due to 
biliary colic (preferred to morphine as the latter 
increases the spasm of the sphincter of Oddi); 
(6) blood transfusion for hemorrhage; (7) biliary 
infusion (the McArthur drip method by way of 
drainage tube) with dextrose and salt solution (if 


necessary) in postoperative persisting vomiting and 
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in cases with toxic nephritis; (8) cholangiography to 
determine how long the biliary tree should be drained. 


Other complications such as acidosis, alkalosis, 


hepatic and renal insufficiency, peritonitis should be 
treated accordingly. In the treatment of  icterus 
hepatosis and icterus of the newborn the same prin- 
ciple is followed after eradication of the causative 
factor. The authors then describe in detail the 
various laboratory tests of the blood and the urine 
which are helpful in differentiating the clinical condi- 
tions noted above 


TREATMENT Or HasMATEMESIS 


Livingstone (Practitioner, April, 1938, page 381) 
gives the diagnosis of hematemesis and summarises 
in the following lines its treatment: 

1. Wrap the patient up warmly on a-couch and 
administer morphine 1/3 grain, and atrophine, 1/75 
grain, ut once. Make arrangement for transfer as a 
stretcher case to a nursing home or hospital; if the 
patient is to be nursed at home two trained nurses 
are required. Instructions are given that an hourly 
pulse-chart is to be kept. Small pieces of ice may 
be sucked, 

2. In two to four hours, when the patient has 
recovered from the primary shock, he shoud be un- 
dressed and put to bed with the minimum of distur- 
bance; if vomiting or retching persist a further injec- 
tion of morprine, 1/6 grain, and atrophine, 1/100 
yrain, should be given; the latter may be repeated 
every six hours and former as required. The blood 
pressure should be taken and it is wise to repeat this 
twice daily at least. 

3. After six hours, administration of fluids per 
rectum should be started, with a Murphy vulcanite 
rectal nozzle, which, should be left in situ: one pint 
of tap-water or normal saline should be run in slowly 
for one hour, followed by an hour’s rest: if tap-water 
does not cause discomfort, it is well to alternate this 
with normal saline and aim at a total of six to ten 
pints in twenty-four hours. 


4. After eight hours, the Witis’ diet should be 
commenced, two-hourly, the feeds being given at 
blood heat. The patient should be encouraged but 
not forced to take the feeds. If thirst is marked, 
sips of water or half-strength normal saline may be 
taken up to 5 oz. per hour. An extra feed of milk 
(5 oz.) may be given at alternate hours if the patient 
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complains of hunger. Magsorbent, 30 grains, is given 
in a little water after alternate feeds. 

5. After twenty-four hours, the haemoglobin 
should be estimated and should be repeated every 
twelve to twenty-four hours, depending on the pro- 
gress of the ease. The blood urea should also be 
estimated, and if above 75 mgm. per 100 c.cm. 
should be repeated every day till the bleeding has 
ceased. 

6. After forty-eight hours, ferri et ammon. 
citratis, 30 grains flavoured with syrup of orange, is 
given three times daily. 

7. After the third day, the patient is put on 
the rautine Maclean, Sippy, or Lenhartz regime for 
gastric ulcer. 

8. Blood transfusion of one to two pints is given 
on the following danger signals:—(a) pulse rate 
above 140, (b) systolic blood-pressure below 90 mm; 
(c) hemoglobin below 40 per cent; (d) blood urea 
above 100 mgm. per 100 ¢.cm. 

9. If hemorrhage recurs, further atropine with 
or without morphine should be given, mouth-feeding 
should be stopped for six to eight hours and then 
started as for the first day. A blood transfusion may 
be required. 

10. If, 
continues or 


inspite of these measures, bleeding 
alarming recurrences take place, a 
massive blood transfusion should be given. 


11. If, in spite of this, bleeding continues after 
two days, from the onset of the hemorrhage, surgi- 
eal intervention should be considered, but only if the 
haemoglobin can be raised to 70 per cent. by 
transfusion. 

12. In cases known to have a chronic gastric 
ulcer, surgical intervention should be considered, if 
the hemorrhage does not cease in twenty-four hours. 

(Authors’ Summary) 


SURGERY 
Water Batance In NeEuro-SurGicat PATIENTS 


White and others (Annals of Surgery, March, 
1938, page 438) observe that the neurosurgeon is 
often faced by severe dehydration in his patients after 
operation. It is estimated that an average cranio- 
tomy patient looses between 200 and 1,000 c.cm. of 
water by vaporisation from the skin and lungs in 
addition to the fluid loss of between 500 and 2,000 
e.cm. from hemorrhage. This means positive dehy- 
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dration which can be minimized by (1) the substitu- 
tion for ether of local infiltration anesthesia supple- 
mented, if necessary, by narcosis with basal avertin or 
the barbituric acid derivatives, (2) avoiding the use of 
too warm coverings in a hot operating room and subse- 
quently in the ward. The replacement of fluid lost 
is best carried out by the use of intravenous infusion of 
5% glucose by drip method during operation and after. 
Though there is a deficit of sodium. chloride concen- 
tration after neurosurgical operations there is no 
absolute indication for its use unless the condition is 
aggravated by gastro-intestinal disturbance and one 
should know that the addition of saline increases. the 
risk of edema. The surgeon must in addition to the 
measured output of urine, feces, and vomiting con- 
sider that about one to two and one half literes are 
lost by vaporisation from the skin and the lungs 
so that he can avert the occurrence of dehydration. 


SequEL2 Or Spina, ANa&STHESIA (CAUDA 
Equina SyNDROME) 


Ferguson and Watkins (British Journal of 
Surgery, April, 1988, page 735) report on some of the 
sequele observed in 14 cases following the use of 
spinal anesthesia (‘‘heavy’’ duracaine). Retention of 
urine succeeded by incontinence, incontinence of 
feces with loss of anal sphincter tone, impairment 
of sensation in the ‘‘saddle’’ area extending in some 
cases down the back of one thigh, absence or dimi- 
nution of ankle-jerk occasionally of both ankle- 
jerks and knee-jerks are some of the manifestations 
occuring almost immediately after the administration 
of spinal anesthesia, 
direct result of the spinal anesthesia and the damage 
is done either to the lumbosacral region of the cord 
or to the conus medullaris on the one hand or to the 
nerves of the cauda equina on the other but the 
maximum damage is probably done to the latter. 
The causation of the lesion is discussed in detail. 
The authors conclude by saying that ‘‘heavy’’ 
duracaine in the present form is dangerous and 
should not be used. 


Curonic LYMPHEDEMA 


Telford and Simmons (British Journal of 
Surgery, April, 1988, page 765) deal with the subject 
under the following heads: (1) Milroy’s hereditary 
cedema—more likely a diffuse lymphatic hygrome of 
congenital origin; (2) congenital type—represents a 
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congenital aberration in the development of lymphatic 
vessels (cf. veinous nevi); (3) obstructive type—due 
to streptococcal capillary lymphangitis followed by 
diffuse peri-lymphatic fibrosis; (4) post-traumatic 
type—cause is unknown; (5) the spontaneous 
group—cause also is still unknown. The treatment 
is surgical and the approach is by one or other of the 
two following routes, viz; (a) the attempt to utilize 
the normal lymph paths beneath the deep fascia 
(Kondoleon), (b) some form of sympathectomy. 
Six Kondoleon operations were done by the authors 
with very marked improvement in only one case and 
though there was not any improvement in others the 
further upward progress has been checked. Five cases 
of sympathectomy were done with disappointing 
results. They conclude by noting that ‘“‘lumbar 
ganglion-ectomy (by inference any lesser form of 
sympathectomy) has no place with the treatment of 
chronic lymphedema of the extremities. 


Proanosis In Toe MALIGNANT DISKASE 
Or Tue TESTICLE 


Payne (Lancet, February, 1938, page 364) reports 
38 cases of malignant disease of the testicle from 
St. Bartholomew’s Hospital observed during the 
period of 1920-33. All of these cases were treated 
by orchidectomy and some had various forms of radio- 
therapy and a cure-rate of 5 years or over is present 
in 15 of them (46-:9%)—a result quite contrary to the 
teachings of text-books where prognosis is painted as 
very very grave. The author maintains that opera- 
tion and irradiation may both cure the disease but 
the combination of these methods brings forth the 
best result. In differential diagnosis the routine 
employment of W. R. and Aschheim-Zondek tests are 
essential, the latter test giving a clue to the embry- 
onal character of the disease, the extent of the 
disease and its radio-sensitivity. 


OBSTETRICS AND GYNACOLOGY 
ANZSTHESIA IN OBSTETRICS 


Graffagnino and Seyler (American Journal of 
Obstetrics and Gynecology, April, 1938, page 597) 
report on the sucess obtained by epidural anesthesia 
tried on 76 patients in the Charity Hospital of New 
Orleans. The anesthesia can be given to all patients 


in the child-bearing period and all the major opera- 
tions can be performed with ease and with conscious 
in cases of 


co-operation of the patient except 


(a) carcinoma of the cervix and body of the uterus. 
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version and extraction (because uterine contractions 
continue unabated under this anesthesia). Reactions 
viz.; shock, respiratory and_ cireuvlatory collapse 
occured in 8 cases only and were due either to faulty 
techinque or peculiar sensitivity of the patient to no- 
vocaine. No asphyxia in the new-born baby was 
noticed, the second stage is painless and in the third 
stage the uternie cantractions being maintained the 
blood loss is definitely lessened. The site of injection 
of the anesthesia is the second lumbar interspace; 
the amount of anesthesia is 500 mg. of novocaine 
and 2 ampoules of 1% pantocaine dissolved in 50 c.c. 
of sterile saline; the onset of anesthesia is almost 
immediate in some cases, twenty to thirty minutes 
in others; the period of anesthesia is one and one-half 
to two hours. Special care must be taken to see that 
the anesthetic solution is entering the epidural space 
and has not traversed it and gone in the subarachnoid 
space. 


Karty Diaanosis Or CANCER Or Tur Bopy 
Or Tux 

Pratt (American Journal of Obstetrics and 
Gynecology, March, 1938, page 395) mentions bleed- 
ing as the most common symptom of adenocarcinoma 
of the body of the uterus as it occurred in every one 
of 71 cases seen by him. He reports 8 cases illustrat- 
ing the importance of irregular premenopausal bleed- 
ing, the significance of post menopausal bleeding and 
the association of adenocarcinoma and hyperplasia. 
The curetting for diagnosis should: be thorough and all 
of the material obtained should be collected and 
sections made therefrom examined. 


GYNECOLOGICAL EMERGENCIES 


Galletly (Practitioner, April, 1988, page 452) 
writes that gynecological emergencies generally met 
with fall into three groups, viz.; those giving rise to 
(1) severe hemorrhage; (2) the ‘‘acute abdomen” 
including acute suppurative salpingitis, torsion of the 
pedicle of an ovarian or fibroid tumor and tubal preg- 
nancy and (8) obstructive symptoms such as reten- 
tion of urine, ete. 


Severe Hemorrhage—severe vaginal bleeding is 
neatly always uterine in origin and apart from blood 
diseases and hemorrhage in late pregnancy, the 
commonest causes are (a) interruption of an early 
pregnancy, (b) fibroids, (¢) endocrine disorders, or 
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For bleeding due to general blood diseases the 
vagina is packed tightly with gauze wrung out 
of a solution of flavin (1 in 1,000), a hemo- 
static serum is injected and _ blood transfusion 
by drip method is made—the recovery is rapid 
and packing is removed in 24 to 48 hours very 
slowly with the patient lying on her back with 
legs flexed and knees widely separated. The inter- 
ruption of an early pregnancy is treated with 
absolute bedrest, use of sedatives and avoidance of 
strong laxatives untill the bleeding stops and when 
this treatment fails the uterus is emptied either medi- 
cally with pituitrin injection or surgically with special 
ovum forceps. Postpartum treatment is as_ usual. 
Fibroids in women under 35 is treated by myomec- 
tomy whilst in women over 40 by hysterectomy. 
Endocrine disorders should be confirmed by examin- 
ing histologically the uterine curettings and the 
rationale of treatment will consist of converting the 
hyperplastic non-secretory endometrium into a 
healthy secretory endometrium associated with nor- 
ma] menstruation. This is achieved by Antuitrin S 
1 ¢.c. given intramuscularly every day for ten days 
following menstruation in combination with ergot 
mixture and thyroid extract half a grain thrice daily 
if there is hypothyroidism. When antuitrin fails 
proluton may be tried daily for a week before a 
period is due. The therapeutic value of curettage is 
disappointing and when all these treatments fail sub- 
total hysterectomy or urticuloplasty are advised. 
Radiation therapy in women under 40 is often atten- 
ded with severe menopausal symptoms and radium 
sometimes causes in them intractable uterine dis- 
charge. In women over 40 treatment by radiation 
or X-rays is ofteu successful but it gives no guarantee 
against subsequent appearance of carcinoma and so 
hysterectomy is preferable. Carcinoma of cervix is 
treated by operation or irradiation. In carcinoma of 
the body the severe bleeding is first controlled with 
radium and when the general condition of the patient 
improves the uterus is removed. 

Acute abdomen when due to acute suppurative 
salpingitis is treated by early operation by many 
because there is a better chance of saving the ovaries, 
the convalescence is shortened and chronic invalidism 
and fistule are avoided but they are many more who 
advocate conservative treatment and reserve for 
operation such cases only which are left with a 
chronic pus tube or a pelvic abscess. Torsion of the 
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pedicle of an oavrian or fibroid tumor is treated by 
an early operation. In tubal pregnancy the treatment 
is operation in all cases and blood transfusion for 
relief of symptoms of internal hemorrhage. 


Obstructive symptoms, viz., retention of urine 
when due to retroverted gravid uterus is treated by 
slow gradual evacution of the bladder with the manual 
replacement of the uterus in its normal position, if 
necessary, under anesthesia and when due to com- 
pression by an ovarian tumor, a cervical fibroid, ete. 
is treated by removal of the tumor after avacuation 
of the bladder. 


VENEREAL DISEASES AND DERMATOLOGY 
CLAvicuLaR Sian In HEREDITARY SyPmILiIs 


Higonmenakis (Annals de Dermatologie et de 
Syphiligraphie, December, 1937, page 939) has found 
the enlargement of the sternal extremity of the right 
clavicle of great diagnostic value in hereditary 
syphilis. It is quite frequently present and easily 
found out and is caused by specific osteitis producing 
hyperostosis of the clavicle. This sign according to 
the author is superior to that of other stigmas of 
hereditary syphilis. 


TRYPARSAMIDE THERAPY OF NEURO-SYPHILIS 
AND ATROPHY OF THE Optic NERVE 


Mayer (Journal of American Medical Association, 
November 27, 1937, page 1793) reports on the effect 
of over 6,000 injections of tryparsamide in 155 cases 
of neuro-syphilis observed over a period of from 5 to 
10 years. In two clinics tryparsamide was not used 
in cases with optic atrophy but in another it was 
used. 54 cases were studied from occular point of 
view. 2 cases lost vision and 19 had increased visual 
acuity. Of the whole series blindness occurred in 2 
cases (1%) and 4 lost visual field to a degree. How- 
ever, as the percentage of cases improved was much 
greater than that of cases not benefited the patients 
with syphilitic optie atrophy should have the trial of 
the treatment with tryparsamide. 


Reactions To MaApHarseEN SpectAL REFERENCE 
. To Irs Use In Parrents React 
To ARSPHENAMINE 


Jordon and Traenkle '( Archives of Dermatology 
and Syphilis, December, 1937, page 1158) observe 
that 110 patients who had reacted to. arsphenamine 
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were treated with 1024 injections of Mapharsen, the 
average dose being-0-04 gm. Of 64 patients who had 
repeated severe gastrointestinal reactions with 
phenamine 53 (83%) tolerated Mapharsen well and 
showed no nitritoid reactions though 20 had them 
when treated with arsphenamine, 90% of the cases 
who had jaundice with arsphenamine tolerated 
Mapharsen well as also five out of the seven patients 


ars- 


who developed mild arsphenamine dermatitis. 
Mapharsen causes only mild reactions, viz., headache, 
nausea and diarrhea and no death has yet been 


reported from its use. 


Aortic INsurricreNncy IN NEGROES: 
CLINCAL STUDIES 


Journal of 
March, 


Blackford and Smith ( American 
Syphilis, Gonorrhaa and Venercal Diseases, 
1938, page 146) writes: 

1. The diagnosis of syphilitic aortic insufficiency 
demands that the presence of syphilis be proved, that 
the diastolic blood pressure shall not be elevated, that 
the pulse pressure shall exceed the diastolic, and that 
calcification of the aortic valve be excluded. 

2. Syphilitie aortie insufficiency develops at an 
early age in negroes, which can be explained only in 
part by their youth at the time of infection. 


3. Adequate treatment of early syphilis will 


prevent the development of syphilitic aortic ins 
sufficiency. 
4. The immediate indiscriminate use of the 


arsenicals in patients with late syphilis is dangerous. 

5. Patients may die of syphilitic aortic insuffi- 
ciency within four days of the first cardiac symptoms, 
or they may live at least thirteen years. 


6. Patients with syphilitie aortic insufficiency 
may die quickly, even though the X-ray reveals a 
-heart of normal size, or they may live for years with 
a huge heart. 

7. A sudden onset of grave heart failure, 
especially if it does not yield to treatment, is a 
serious omen. 

8. - Pain is also an unfavourable omen. 

9. Respiratory distress without manifest marked 
cedema is most serious. Constant extreme dyspnoea 
is apt to be followed by death in a few months, and 
nocturnal orthopnea is hardly less 


paroxysmal 
threatening. 


~ 
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10. (idema without pain or paroxysmal 
orthopnea is an unreliable sign in estimating 
prognosis. 


11. A patient with serious cardiac symptoms 


resulting from syphilitic aortic insufficiency has an 
even chance of regaining a large amount of cardiac 
reserve. Fifty-seven of 113 in our personal series 
did so and 24 of these returned to heavy manual 
labor for weeks, months, or years. 


12. Bismuth therapy, with constant supervision, 
digitalis, and other measures as needed, promotes 
clinical improvement and probably . prolongs _ life. 
Fifty-five of our 57 patients who became symptom 
free had been treated with bismuth. 

13. In patients with asymptomatic syphilitic 
aortic insufficiency, bismuth and potassium iodide 
seem to prolong life indefinitely. 

AvuTHor’s SuMMARY. 


GonococcaL ANTITOXIN In GoNORRH@A 


Burke and others ( British Medical Journal, 
March, 19, 1938, page 605) in reporting on the 
combined account of their. experiences of gonococcal 
antitoxin in the treatment of gonorrhea tried in three 
venereal clinics observe that it has no specific anti- 
gonococcal effect, that it delays the development of 
active immunity without substituting any compen- 
Satory passive immunity, that it produces in certain 
cases serious side-effects. These conclusions are 
quite contrary to the observations made by Anwy]l- 
Davies in the St. Thomas’ Hospital Reports, viz., 
that the result with antioxin was excellent and good 
in 78%, fair in 18%, bad in 4% and that there was 
rio relapse. 
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Carpiac CoMPLICATIONS Or HaMorrHAGIC NEPHRITIS 


Rubin and Rapoport (American Journal of 
Diseases of Children, February, 1938, page 244) in 
reporting on the investigation of cardiac complica- 
tions occurring in 45 cases of acute hemorrhagic 
nephritis observe that 14 of them had varying 
degrees of cardiac involvement with 2 deaths from 
‘acute cardiac failure. They point out that cardiac 
involvement is the most frequent complications 
‘accompanying acute hemorrhagic nephritis and two 
factors primarily responsible for this are myocardial 
damage and increased peripheral vascular resistance 
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(hypertension). The clinical evidences of cardiac 
involvement and failure as observed in the cases 
were (1) dyspnea, tachypnoea and cough, (2) cardiac 
enlargement demonstrable by physical examination 
and telereentgenograms, (3) muffled heart tones, 
(4) rapid heart rate, (5) murmurs, (6) gallop rhythm, 
(7) enlargement and tenderness of the liver, (8) en- 
gorgement of the venous system, (9) pulmonary 
cedema, (10) peripheral edema and (11) electro- 
cardiographic changes. The authors used in these 
cases intramuscular injection of 0-2 c.c. of a 50% 
solution of magnesium sulphate per kilogram of body- 
weight to relieve the vasospasm which is the cause 
of hypertension and there was a prompt drop in the 
blood pressure. The injections should be repeated 
if necessary. Only precautions to be taken is to look 
for an increased drowsiness when any of the soluble 
calcium salts should be used as an effective antidote. 
There should be restriction of fluids. Sedation with 
morphine and the use of digitalis, glucose and 
oxygen will often tide over a cardiac crisis. Prog- 
nosis so far the heart is concerned is good as only one 
of the twelve surviving patients had _ residual 
damage. 


ReEsuscitaTIon Or THE NEeEw-Born 


Hunter ( The Medical Press and Circular, March 
9, 1938, page 198) first differentiates the types of 
asphyxia, blue and white. In blue asphyxia the skin 
is dusky, cord is full and pulsating, the cardiac 
impulse is slow, regular but strong, the muscle tone 
is good and the pharyngeal reflex is intact whereas 
in white asphyxia the skin is greyish white, cord 
collapsed with feeble pulsation, limb flaccid and 
sphincters relaxed, and the pharyngeal reflex absent. 
The essential treatment in the blue variety is clear- 
ance of the air passage, application of warmth, stimu- 
lation of respiratory function (if necessary by inter- 
mittent inhalation 5 to 7% carbondioxide in oxygen) 
and gentle artificial respiration. In white asphyxia 
the case is very gently handled in clearing of the air 
passage, application of warmth and chemical and 
mechanical stimulation of the respiration. Coramine 
with or without lobeline may be injected into the 
patient’s thigh muscle or umbilical vein and adre- 
naline may be injected intramuscularly, overdose 
being always avoided. In all these cases it is wise 
to err on the side of undertreatment rather than 
overtreatment. 
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FARIDPUR MEDICAL ASSOCIATION 


Activities—A. There were 6 meetings in all as 
detailed below :— 


Extraordinary General Meeting 1 
Annual General Meeting 1 
Executive Committee Meetings 3 
Clinical Meeting 1 

6 


B. Organisation for delivering lectures in First 
Aid under the auspices of St. J. A. A. (meeting of 
the Executive Committee on 8-1-38). 


Lecturers—Dr. 8. Bhattacharya, m.z., Dr. H. 
Ahmed, B.A., M.B., Dr. J. N. Roy, L.M.F. 


Ezxaminers—Dr. P. L. Roy Choudhury, Dr. S. 
R. Ghose, B.sc., M.B., Dr. A. C. Moitra, B.sc., M.B. 


Members of the Executive Committee—Dr. P. 
L. Roy Choudhury, u.m.s., President, Dr. A. C. 
Moitra, B.se., M.B., Vice-President, Dr. 8. R. Ghosh, 
B.Sc., M.B., Secretary, Dr. S. 8. Bhattacharya, M.s., 
and Dr. 8. K. Sen, u.m.r., Jt. Secretaries, Dr. K. C. 
Roy, m.B., Dr. H. Ahmed, B.a., M.B., Dr. R. C. 
Biswas, M.B., Dr. S. M. Sinha, u.m.r., Rai Bahadur 
Capt. J. M. Sikdar, t.m.s. (Retired Civil Surgeon), 
Dr. A. K. Sarkar, M.B., p.p.1. 


S. R. Guosu, 
Hony. Secretary. 


* * * 


Proceedings of a General meeting held on 2-5-38, 
at 11-30 a.m. in the premises of the Faridpur Clinical 
and Research Laboratory. 


Members present—Dr. P. Chowdhury, 


President, in the chair, Drs. A. K. Sircar, A. C. 
Moitra, S. R. Ghosh, S. Bhattacharjee, S. K. Sen, 
K. C. Roy, R. C. Biswas, A. C. Dey and §S. C. 
Sarkar. 


ASSOCIATION NOTES 


Minutes or proceedings of Branches and Affiliated Societies intended 
for publication should be sent to the General Secretary of 
I. M. A., Samavaya Mansions, Calcutta—Epiror. 


the 


In view of the resolution passed in a meeting of 
the Association held on 29-6-36, regarding the scale 
of medical fees for examination of Life Insurance 
cases, the recent revised scale of fees made by the 
General Assurance Society Ltd. (Ajmere) is considered 
by this Association, and it is resolved that the 
Indian Medical Association (Céntral) be moved to 
take steps to have a reasonable scale of fees and to 
suggest measures to be taken by all Branch Associa- 
tions in this respect. 

This Association is not aware of the steps taken 
further by the Indian Medical Association (Central) 
regarding the resolution passed by this Association 
made on 29-6-36. So the Central Association be 
again earnestly requested to take more vigorous steps 
to keep up the prestige and efficiency of the medical 
profession. 

Resolved further that the copy of the last 
resolution made on 29-6-36 and the copy of the 
circular letter of the G. A. 8., Ltd. be sent to the 
Indian Medical Association (Central) for ready refer- 
ence (vide infra) along with the above resolution. 


Resolved that Dr. 8S. R. Ghosh 
representative to the Central Council of the Indian 
Medical Association for 1937-38. 

Considered the letter of Dr. A. K. Sircar, M.B., 
D.P.H., District Health Officer, Faridpur, regarding a 
conference of the medical practitioners in Kotwali 
P. S. for the Control and Prevention of Tuberculosis 
and resolved that such a conference be held in the 
Town Hall, Faridpur, on a date to be fixed by the 
D. H. O. 

Further resolved that the D. H. O. be entrusted 
to organise such a conference on behalf of this Asso- 
ciation. 

Resolved further that a copy of this resolution 
be sent to Magistrate-President of the Anti-Tuber- 
culosis Association, Faridpur Branch and to the 
Chairman, Faridpur Municipality and Faridpur Dis- 
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trict Board, to render this Association necessary 
assistance for the conference. 
S. R. Guosu, 


Hony. Secretary. 


P. L. CuowpuHury, 


Chairman. 


Resolution made on 29-6-36 regarding the scalé of medical 
fees for examination of Life Insurance cases. 


Considered the letters from the Bombay Mutual Life 
Assurance Society Ltd. and the Metropolitan Insurance Co., 
Ltd., to their respective medical examiners regarding new 
lowered scale of medical fees and resolved that the proposed 
rates of fees are not commensurate with the time and labour 
spent in examining such cases. 


Further, in the opinion of this Association, this proposed 


scale is most humiliating to the medical profession. So it 
considers it advisable in, the interest of the Insurance Com- 
panies that the scale of fees should be adequate. 


Resolved that copies of this resolution be sent to the 
above-named Insurance Companies and also to the Honorary 
Secretary, Bengal Provincial Branch Indian Medical Asso- 
ciation, for publication in the next issue of the journal of the 


* * * 


Letter from the General Assurance Society, Ltd., Ajmer, 
dated 2-4-38 re. revised scale of fees. 

We beg to inform you that in suppression of the previous 
appointment letter or letters issued by the society in your 
favour the following revised scale of fees will be allowed to 
you for all cases examined by you, after the 15th April, 
1938 :— 

When the amount proposed for assurance is Rs. 1,000/- 
or below—Rs. 5/- per case. 

When the amount proposed for assurance is Rs. 1,090/- 
and up to Rs. 5,000/-—Rs. 8/- per case. 

When the amount proposed for assurance is Rs. 5,000/ - 
and up to Rs. 10,000/-—Rs. 10/- per case. 
When the amount proposed for assurance is over 

Rs. 10,000/-—Rs. 15 per case. 


P. G. MaratuHeEy, 
General Manager. 


CAWNPORE MEDICAL ASSOCIATION 


Tue ANNUAL REPORT FOR THE PERIOD ENDING 
81, 1937. 

The annual general meeting of the Association 
was held on 26-3-38. It has been decided to hold 
the future annual meetings in October every year in 
conformity with the financial year of the Indian 
Medical Association. 

The following office-bearers were elected: 


President—Dr. S. N. Sen. 
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Vice-Presidents—Dr. 
Jawaharlal. 


Hony. Secretary—Dr. A. M. Khan. 

Jt. Secretary—Dr. 8. N. Saxena. 

Librarian—Dr. 8. 8. Lal. 

Assistant Librarian—Dr. Hulasrai. 

Treasurer—Dr. 8. N. Ghosh. 

Members of the Executive Committee :—Drs. A. 
Samad, S. N. Misra, M. X. de Noronha, P. D. 
Katyar, S. K. Ganguly, Miss C. K. Rohatgi and R. 
P. Kapur. 


S. N. Tewary and Dr. 


Representatives to the Provincial Council— 
Captain Abdul Majid Khan, Dr. Jawaharlal and Dr. 
8S. N. Misra. 

Representatives to the Central Council—Dr. S. 
N. Sen and Dr. 8. N. Tewary. 

The statement of income and expenditure for 
the year 1937 was read over by the Treasurer and 
unanimously passed. 

The budget for the year 1938 as drafted by the 
Executive Committee was presented by the Secretary 
and unanimously passed. 

Analysis of Membership Register. 


Members at the beginning of the year 59 


Members at the end of the year a 

Members enrolled during the year 3 

Members resigned during the year... 1 

Members transferred during the year ... 6 
A. M. Kuan, 


Hony. Secretary. 


THE PATNA MEDICAL ASSOCIATION 


During the period October 1937 to April, 1938, 
there were 4 meetings of the Association as follows: 


A Clinical meeting of the Association was held 
on 10th November, 1937, in which: cases from the 
wards of the Medical College Hospital were demons- 
trated. On 9th December, 1937, Professor Rudolf 
Demel of the University of Vienna spoke on the 
opinion of today about Grafting and on the 10th 
December the same speaker talked on History, the 
Technique and the Results of the Resection of the 
Stomach. The annual meeting of the Association 
was held or the 26th February, 1938, and the following 
office-bearers were elected. ; 
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President—Lieut.-Col. G. H. Mahony, 1.m.s. 


Vice-Presidents—Khan Bahadur Dr. 8. M. Afzal 
and Khan Bahadur Dr. Syed Ali Hassan. 

Hony. Seeretary—Dr. B. Narayan, M.B., 
F.R.S.E. 

Asst. Secretaries—Dr. Tarini Prasad Sinha, M.B., 
B.S. and Dr. Baldeo Prasad Sinha, M.B., B.S. 

Financial Secretary—Dr. Tribeni Prasad Sinha, 
M.B., B.S. 

Librarian—Dr. A. Chattoraj, M.B., B.S. 


ph.p. 


Executive Committee—Drs. Rajeshwar Prasad, 
L.M.S., Raghunath Saran, M.r.c.p., B. N. Prasad, 
M.B., Ph.D., F.R.S.E., S. K. G. Dastidar, M.r.c.p. and 
S. N. Mazumdar, L.M.p. 


Editor of the Patna Journal of Medicine—Dr. M. 
Husnain, F.R.C.S. 

Associate Editor—Dr. B. Narayana, M.B., Ph.D., 
F.R.S.E. 

Asst. Editor—Dr. Tribeni Prasad Sinha, M.B., B.s. 

Manager of the Journal—Dr. Masudul Haque, 
M.P., B.S. 

Representatives to the Central Council—Rai 
Bahadur Dr. T. N. Banerji, M.R.c.e. and Rai Bahadur 
Dr. S. N. Banerji, M.B. 

Collaborator for the Journal of the Indian Medical 
Association—Dr. A. K,. Guha, M.R.C.P.E. 

B. NARAYANA, 
Hony. Secretary. 


BAGERHAT BRANCH 


A meeting of the Bagerhat Branch was held on 
26-4-38 with Dr. P. B. Basu, B.a., M.B. in the chair. 

Dr. 8S. K. Ganguli, M.B., p.ru. who come here for 
a short visit read a very useful paper on the Treat- 
ment of Bronchial Asthma and all the members joined 
‘n the diseusions. At this meeting Dr. P. B. Basu 
was requested by the Secretary of this branch to be- 
come a bonafide member to which he agreed. 

Dr. M. Hossain, u.M..F. invited the members of 
this branch to hold the next meeting at his residence 
to which all consented. 

The meeting ended with light refreshments and 
tea supplied by Dr. Pulin Behari Ray, m.n. the Hony. 


Secretary of this branch. 
P. B. Roy, 
Hony. Secretary. 
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JHANSI MEDICAL ASSOCIATION 


The Branch held five general meetings und one 
clinical meetings during the interval of six mouths 
from October 1, 1987 to March 31, 1938. 

Our Annual Dinner and the elections were held 
on Saturday, the 9th of October, 1937, when the 
following office bearers were elected for 1937-1938 :— 

President—Capt. J. 

Vice-President—Drs. Sarju Pershad, and 
Sunder Singh, M.B. B.S., D.P.1. 


F. De Souza, u.M.s 


Treasurer-—Dr. A. Choudhuri, 

Secretary—Capt. H. N. 

Jt. Secretary—Dr. F. Ih. 
M.S.M.F. 


Shivapuri, M.B., B.S. 


Jain, L.M.P., L.C., 


Members of the Executive Committee—Drs. V. 
G. Dube, L.c.p. & s., M. L. Mehra, m.B.,.B.s., Y. B. 
Mate, L.c.e. & 8S. 

Representative to the Central Council and the 
Provincial Branch Council—Capt. H. N. Shivapuri, 
M.B., B.S. 


The total number of members of this branch on 
March 31, 1938 was 28. Two of the members Dr. 
Sunder Singh and Dr. P. K. Bhattacharyya have been 
transferred in this interval. We rather 
unfortunate this year in our Vice-Presidents. Dr. 
Sunder Singh was transferred soon after election and 
Dr. Sarju Pershad was seriously ill most of the time 
and we are glad that he is now better. 


have been 


The branch has been fairly active. During the 
period we considered the Indian Medical Council Act 
Amending Bill, Bengal Health Insurance Bill and 
U. P. Medical Aid Reorganisation Scheme. This last 
has already been submitted to the Hon'ble Minister 
of Health in U. P. by a deputation, in which one of 
our members Capt. H. N. Shivapuri was included. 
This branch also considered the Rural Health 
Schemes by Drs. K. K. Dadachanji and M. 
Jaisoorya, M.D. 


The branch is these days busy considering the 
new Drugs Bill and the Income Tax Amendment Bill 
which are at present before the Central Legislature. 


Two members of this branch were elected at the 
last Provincial Conference at Benares to the Provin- 
cial Executive, viz., Dr. Sarju Pershad as Vice- 
president and Capt. H. N. Shivapuri as Joint Secre- 
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tary. This branch was represented at the Conference 
by the Secretary, who presented a resolutions from 
this branch. Of these, 3 were accepted in modified 
form and one was postponed for further consideration. 


A member of this branch, Capt. H. N. Shivapuri 
was recently put by the Indian Medical Association 
for election to the U. P. Medical Council from the 
constituency representing the medical graduates of 
the universities in U. P. and it is a tribute to the 
strength of the Indian Medical Association in these 
provinces that he was elected unopposed. 


This branch took strong exception to a resolution 
of the Bengal Provincial branch suggesting that all 
important meetings of the Central Council be, in 
future, held at Calcutta and this branch has noted 
with pleasure that our President Dr. B. C. Roy dis- 
allowed the resolution. This will stop such fissiparous 
suggestions being sent in future by any branch. 


This branch has already paid the whole of the 
contribution due from it on behalf of our members for 
the financial year 1937-38 through the Provincial 
Headquarters. 


H. N. Sarvapurt, 
Hony. Secretary. 


TINNEVELLY DISTRICT MEDICAL 
ASSOCIATION 


A Joint Meeting of the Travancore Medical Asso- 
ciation and the Tinnevelly District Medical Associa- 
tion was held at Cape Comorin, on Saturday the 
23rd of April, 1938. Thirty members of the Tinne- 
velly District Medical Association and 41 members of 
the Tranvancore Medical Association were present on 
the occasion, besides a number of non-medicos. 


After light refreshments the meeting began under 
the Presidentship of Lieut.-Col. T. 8. Shastry, 1.M.s., 
at 5 p.m. 

Dr. K. Rama Ayyar, m.B., B.s. (Andhra), Secre- 
tary and Treasurer, The Tinnevelly District Medical 
Association, read the minutes of the monthly meeting 
held at Headquarters on 26-3-1938, which were passed. 
The Secretary of the Travancore Medical Association, 
read the minutes of their monthly meeting which were 
passed. 

Dr. P. SS. Srinivasan, Sub-Assistant Surgeon, 
Government Headquarters Hospital, Palameottah, 
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read clinical notes of the following four cases of acute 
abdomen which were operated .and treated at the 
Headquarters Hospital, Palamcottah :— 


1. A case Acute Abdomen—Thrombosis of 
mesentery. 


2. A case of Acute 


Abdomen—Acute 
mesenteritis. 


3. A case of perforation of stomach. 


4. A case of Acute Abdomen [perforation and 
peritonitis (?)] not operated. 


Rao Bahadur Dr. K. Raman Tampi, B.A., M.D., 
(Edin)., the President of the Travancore Medical 
Association, delivered an interesting lecture on Guinea 
Worm Infection. Dr. M. E. Naidu of Nagercoil, 
stressed in a short paper the uses of Shark (a fish like 
the cod) Liver Oil prepared at Nagarcoil and around, 
in various diseases and said that it is more efficacious 
and cheaper than cod liver oil. 


After detailed discussion by the members, Lieut- 
Col T. 8. Shastry, 1.M.s.., summed up the salient and 
important features of all the cases and the two lec- 
tures. 


Lieut-Col T. S. Shastry, 1.m.s., thanked the 
members of the Travancore Medical Association for 
their kind hospitality and for organising this Joint 
Meeting, the first of its kind here, and for the excel- 
lent arrangements that were made for the same. 


The closure of the meeting was followed by an 
artistic and romantic dance by a group of 20 young 
school going children of Nagercoil, accompanied by 
sweet Karnatic Music-Dance. 


Dinner was served at 9-30 p.m. The meeting 
came to a close at 1 a.m. after the ‘‘Kathakali’’ per- 
formance, another entertainment characteristic of 
Keraladesa. 


_K. Rama Ayyar, 
Secretary and Treasurer. 


JESSORE BRANCH 


Altogether six meetings were held during the year 
1937, in two of which clinical discussions took place. 
The members helped the Municipality during the 
cholera epidemic in the town. 
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IMPORT OF DRUGS AND MEDICINES INTO BRITISH INDIA 


It may be recalled that a Bill to regulate the 
import into British India of Drugs and Medicines 
was introduced in the Legislative Assembly on the 
23rd August, 1937. This was printed in toto in 
the October, 1937, issue of the Journal of the Indian 
Medical Association (vide pages 51-53). Since the 
introduction of the Bill considerable agitation has 
been going on all over the country and our view- 
point was expressed in the Editorial for the February 
1938 issue. Other opinions also found a place in the 
columns of this Journal from time to time. 


The Bill was referred to the Select Committee 
which met early in April last but the meeting was 
adjourned sine die. 


The Simla Session will be held in August next. 
It is hoped that different Provincial Governments 
would empower the Central Government to enact a 
comprehensive drug act including manufacture, 
storage, sale and import of drugs in India. 


In this connection the following letter addressed 


by Dr. B. C. Roy, M.p., M.R.c.p. (Lond.), F.R.C.S. 
(Eng.), the President of the Indian Medical Associa- 
tion, to the different Provincial Governments will be 
found interesting. 


Dear Sir, 


- You are probably aware that in 1930 a Committee 
was appointed with Col. Chopra as President, to 
enquire into the manufacture, storage and sale of 
drugs in India. This Committee made certain 
recommendations which have not been given.effect to 
either by the Central or the Provincial Governments 
yet. The suggestion of this Committee was to have 
an All India Act to control the manufacture of drugs 
in India so that the drugs may be of standard 
quality and efficiency. The League of Nations have 
laid down these standards with regard to most of the 
drugs now used by the profession ere the 
Western system of medicine. 


Under the present constitution, the power over 
the import of drugs remains with the Central 


Assembly, whereas the power over the manufacture, 
storage or sale of drugs by indigenous Companies 
remains with the provinces. Recently there 
Drug Traffic Bill introduced into the Assembly 
which was intended to control the ‘import’ of drugs 
only. On a superficial examination of this Bill one 
would be led to conclude that it was a measure to 
control the import of drugs into India from countries 
outside, which would be beneficial to indigenous enter- 
prises. But the detailed provisions of the Bill 
would clearly reveal that no such result would follow 
if the Bill were passed into law. The Bill provides, 
it is true, that Customs Officers examine a 
certain proportion of imported drugs and, if up to 
the standard, grant a certificate to the manufacturers 
regarding the quality of the drugs imported. This 
will naturally give the foreign manufacturers certi- 
ficates of purity and reliability from the Government 
which would handicap the local manufacturers who 
cannot get such certificates. This system will not, 
therefore, be conducive to the growth of indigenous 
enterprises. On the other hand, the Bill cannot 
control the adulteration of imported drugs nor 
effectively ensure their proper storage so that  effici- 
ency might be maintained. Further, the Bill does 
not provide control over manufacture of drugs in 
India nor against the sale of drugs at any price or 
any form that the importers might’ adopt. 


was a 


might 


The Indian Medical Association of which T am the 
President at the present moment have on_ several 
occasions asked the Government to take into con- 
sideration a comprehensive Bill to control not merely 
the import of foreign drugs but also the manufacture, 
storage and sale of drugs in India. I am desired by 
my Committee to request you to take this matter up 
seriously in the inerest of the suffering millions of 
India. The Government of India cannot undertake 
any comprehensive Bill of the kind referred to above; 
unless either the provinces simultaneously pass an 
Act to control the manufacture, storage and sale of 
drugs in their own jurisdictions, leaving the Central 
Assembly to deal with the imported drugs, or the 
Provinces request the Central Assembly to take the 
matter up and ask for an all-comprehensive Act of 
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the nature I have indicated above; unless such autho- 
rity is given to the Central Assembly they cannot 
proceed in the matter. 

I have personally taken interest, for the last 
few years, in all enterprises that are intended to 
increase the manufacture of drugs in India but unless 
such manufacture, storage and sale are properly 
controlled there is no chance of our being able to 


THE FUTURE OF THE FAMILY DOCTOR 


The profession is much exercised by the question 
of the future of the family doctor, in the face of the 
increasing control of the practice of medicine 
assumed by the government. In an address to a 
London division of the British Medical Association on 
** The Future of the Family Doctor,’’ Lord Horder 
said that all was not well with him. He found him- 
self obstructed in his work, which was to some 
extent discredited. He had lost caste, he was dis- 
couraged, and he felt insecure about his own future 
and the future of the profession. The actual position 
was not quite so bad as this badly summary suggested, 
but each of the statements was true; some of them 
were true of all physicians and all of them were true 
of some. Perhaps the thing that bothered the family 
doctor most of all was the sense of insecurity, the 
feeling that he did not fit into the scheme of things, 
that he had not found his proper niche. It was 
possible to conceive him, given plenty of help from 
without and initiative from within, finding his proper 
place in the modern developments with regard to 
health. But not only had the function of the family 
doctor in respect to a general scheme of national 
health never been defined, it had never been properly 
considered. As the family doctor remained in this 
country the one person who, in the majority of cases, 
kept direct contact with the citizen in health matters, 
when difficulties arose he was the one to be ‘‘shot 
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maintain a standard of purity and quality. I hope, 
therefore, that you will see your way to ask your 
Government to request the Central Government to 
take up a Bill which will be comprehensive in nature 
and will operate over the whole of India. 


Yours faithfully 
B. C. Roy. 


at,’’ or his place taken from him by some part of a 
machine with which he was not officially associated. 


Lord Horder believed that the family doctor was 
capable of being the most valuable member that 
society possessed. Society was aware of that and it 
was because the doctor stood so high in public 
esteem that, when fiction degraded his standing, the 
story became a ‘“‘best seller.’’ If co-ordination of 
medical services was to be achieved, it could be done 
in one or two ways. As basic principles on which 
physicians were agreed, Lord Horder said that preven- 
tive and curative medicine should be available for all 
members of the community, that the family doctor 
was indispensable for securing this, that free choice of 
doctor and continuity of medical care must be main- 
tained, that the doctor should have easy access tc 
institutional facilities and to consultant and specialist 
help, that there should be means of making contact 
with the family as a unit both when fit and when any 
member was sick, and that the doctor should be 
encouraged and helped to maintain this efficiency after 
qualification. 


With regard to the maintenance of the doctor’s 
efficiency after qualification, the state was slow to 
discharge its duty in this respect and the remedy for 
a time must come from within. The isolation of 
doctors, especially in country districts, was dreadful. 
Partnership helped to some extent, and service at 
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local hospitals helped more, as also did regular 
attendance at meetings of the divisions of the 
British Medical Association. But postgraduate. facili- 
ties must be extended. The doctor himself, if he 
was that sort of man, must change his attitude and, 
instead of being suspicious of his colleagues, of 
officialdom and even of patients, must realize that he 
could have control of the situation. With the doctor 


no longer ploughing a lonely furrow, a better result 
would be achieved than by socialized medicine. 
(Journal of the American Medical Association). 


COLLEGE OF PHYSICIANS AND 
SURGEONS OF BOMBAY 


The Council of the College of Physicians and 
Surgeons of Bombay at their meeting held in January 
1937, decided to institute an examination for the 
Diploma in Obstetrics and Gynecology and appointed 
a Committee to draw up regulations and syllabus of 
study for that examination. 


The Committee submitted its report to the Coun- 
cil at their meeting held on the 11th March, 1938, 
when it was resolved that the report be approved and 
adopted, and that the first examination for the Dip- 
loma in Obstetrics and Gynecology be held in August, 


1939. 


REGULATIONS RELATING TO THE EXAMINATION* 


1. The College of Physicians and Surgeons of Bombay 
shall grant a diploma in Obstetrics and Gynecology (D.G.O.). 


2. The seal of the College shall be affixed to every 
diploma. 


3. The examination shall be open to all those registered 
with the Bombay Medical Council. 


4. No candidate will be admitted to the examination 
unless he produces the certificates of having attended the 
following courses : — 
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FOR CANDIDATES WHO HAVE PASSED THE 
M.C.P.S. EXAMINATION OF THIS COLLEGE OR 
THE M.B.B.§. EXAMINATION OF A STATUTORY 
INDIAN UNIVERSITY. 

Of having held, for’a period of twelve months, a 
resident appointment in Obstetrics and Gynecology, 
where appointments are combined ; 

or 

Of having held, for a period of six months, .a 
resident appointment in Obstetrics followed or pre- 
ceded by six months in Gynecology, either resident or 
post-graduate, where appointments are separate. 


The above appointments to include attendance at Ante- 
Natal and Post-Natal clinics. 
FOR CANDIDATES WHO HAVE PASSED THE 

L.C.P.S. EXAMINATION OF THIS COLLEGE OR 
THE LICENTIATE EXAMINATION OF ANY 
FACULTY OR BOARD IN INDIA. 

(a) Of having held, for a period of six months, a 
resident appointment in either Medicine or Surgery, at 
a recognised Hospital attached to an affiliated institu- 
tion.; 


or 
Of having attended, for a period of twelve months 
a post-graduate course in Medicine and/or Surgery, at a 
recognised Hospital attached to an affiliated institution; 
(b) Of having held, for a period of twelve months, 
a resident appointment in Obstetrics and Gynecology, 
where appointments are combined ; 
or 
Of having held, for a period of six months, a 
resident appointment in Obstetrics followed or preceded 
by six months in Gynecology, either resident or post- 
graduate, where appointments are separate. 

The above appointments to include attendance at Ante- 
Natal and Post-Natal clinics. 

5. The examination shall be written, practical, clinical 
and oral. There shall be two papers, each of three hours’ 
duration, and each carrying 100 marks, in each of the follow- 
ing subjects :— 

(a) Midwifery, 
(b) Gynecology and Diseases of the New B rn.§ 

There shall be practical and oral examination, including 
obstetrical operations on phantoms, carrying 100 marks, and a 
clinical examination carrying 100 marks. 


‘ 
+Gynzcology will be included in the examination, only in so far as it is related to common diseases and te the 
complications arising from child-bearing. Experience in, or a knowledge of, major gynecology operations will not be 
pe jor By By ope 


required. 


that he is registered with the Bombay Medical Council. 


tCandidates shall at the time of applying for permission to appear at the examination produce a certificate sta‘ing 


§The paper in Gynecology and Diseases of the New Born shall include questions in Diseases of the New Born, 


carrying 40 marks. 
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The examination will be very largely practical and is 
intended to test the student’s knowledge of the practical side 
of- Obstetrics and Gnyzcology. 


6. To pass the examination, the candidate must obtain 
40 per cent. of the full marks in each paper, 50 per cent. of 
the full marks in practical, clinical and oral tests taken 
together, and 50 per cent. of the full marks in the written, 
practical and oral tests taken together. : 


7. The examination shall be held annually in Bombay 
on the last Monday in August. 


8... Candidates must apply to the Secretary of the College 
for permission to appear at the examination at least three 
weeks before the date of the commencement of the examina- 
tion, and shall at the same time pay a fee of Rs. 100. Fees 
once paid shall not be refunded, but may be reserved for the 
subsequent examination only, at the discretion of the College 
Council, provided that the application for such reservation is 
made at least seven days before the date of the commence-: 
ment of the examination, and good and sufficient reason is 
shown for the same. A candidate who fails to pass or to 
present himself at an examination may be admitted to one or 
more subsequent examination on a fresh application being 
made and a fresh fee being paid. 

9. The following Hospitals are recognised for the D.G.O. 
Course 

(1) Motlibai and Petit Hospitals, Bombay. (2) Cama 
and Albless Hospitals, Bombay. (3) Nowrosjee Wadia 
Maternity Hospital, Bombay, for Midwifery only. 
(4) King Edward VII Memorial Hospital, Bombay, for 
Gynecology only. (5) Sassoon Hospital, Poona. (6) King 
Edward Memorial Hospital, Poona, for Midwifery only. 
(7) St. Margaret Hospital, Poona. (8) Canada Hospital, 
Nasik. (9) State General Hospital, Baroda. (10) Civil 
Hospital, Ahmedabad. (11) Wadilal Sarabhai and Chinai 
Maternity Home, Ahmedabad. (12) Jamnagar State 
Hospital, Jamnagar. (13) Lady Dufferin Hospital, 
Karachi. 


ORGANOPATHY AND CRIME 


Cesare Lombroso, an Italian physician, first set 
down the principles of the medical aspect of crime. 
He showed that many criminals are carriers of organic 
malformations or of psychic abnormalities which pre- 
vent them from knowing what is right and what is 
wrong. 


‘Fascist Italy has introduced many revolutionary 
ideas into the daily lives of its citizens; the ‘“‘fascist 
criminals’”’ is being dealt’ with in a manner entirely 
different from former days. Whereas the Lombrosian 
school sought the relation between physical and 
psychic abnormalities and the act committed by the 
criminal, the researches of Landogna-Cassone went a 
little father. This physician-criminologist picked at 
random 500 criminals and submitted them to a long 
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observation. He came to some interesting conclu- 
sions; almost all thieves were found to be hypopitui- 
totropes in the first place, and also showed physical 
manifestations of hypothyroidism and signs of hyper- 
function of the thymus. Impulsive, emotional, and 
passional crimes were usually committed by subjects 
whose predominant hormonal dysfunction was local- 
ised in the thyroid. At the same time Prof. 
Boxiche, of the Ottolenghi Institute of Rome, showed, 
beyond doubt, that murderers are usually megalo- 
splanchnies, hypervegetatives, and rather taciturn. 


All these investigations have led to interesting 
practical applications. The criminal in Italy is still 
locked up—not so much as punishment, but rather 
to have him under constant supervision for ‘‘treat- 
ment;’’ he is, so to say, quarantined. During his 
“involuntary exile’ he is treated with such hormones 
as his condition requires. Very good results have 
been obtained, and the ‘“‘hormono-criminal’’ school 
in Italy claims that once a criminal is cured of his 
hormonal deficiency, he usually becomes a law-abiding 
citizen and an asset to society. (Medical World, 
April 8, 1938, page 221). 


THE VISIBILITY OF ASCARIDES 
TO X-RAYS 


Januszkiewez reports the demonstration sup- 
ported by X-ray photographs indicating that the di- 
gestive canal of the ascaries can be filled by the 
barium meal. It apears henceforth certain, that the 
special traces visible radiologically in the digestive 
tract of those who are the carriers of these parasites, 
consititute the image of the digestive canal of the 
worm. In order to augment the visibility of the 
ascarides on the radiograph, a barium meal was given 
to the patients for two days and a half, at the rate 
of a tablespoonful every half hour. (Medical World, 
April 22, 1938, page 286). 


THE MAYO CLINIC, ROCHESTER, 
MINNESOTA 


In 1845 a young chemist, member of an old 
English professional family and a graduate of the 
University of Manchester where he had studied under 
the famous physicist, John Dalton, arrived in the 
United States to try his fortunes. He settled in New 
York City and for a time taught chemistry and phy- 
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sics at old Bellevue Hospital Medical School. Then 
he moved to Lafayette, Indiana, and became a medi- 
cal apprentice to Dr. Eleazar Deming. After two 
years he went to the University of Missouri to com- 
plete his medical education, receiving his degree of 
M. D. in 1854, and serving for a year thereafter as 
Professor of Anatomy at the University of Indiana. 
During the Civil War, Dr. Mayo served as Provost 
Surgeon for Southern Minnesota, going finally to 
Rochester, which had recently become a_ railway 
terminus. Here he built a home on the site of the pre- 
sent Mayo Clinic, and here his three daughters and 
two sons passed their childhood. William James 
Mayo had been born at La Sueur in 1861; Charles 
Hoarace Mayo was born in Rochester in 1865. Both 
went to a public school, with special additional instruc- 
tion in the languages to say nothing of their father’s 
constant teaching through affording his sons all possible 
helpful and educational experiences, and by giving 
them many private lessons of his own devising. For 
example, it is said that after an uprising of the Sioux 
had been quelled and culprits hanged and interred in 
a sand-bank on the Minnesota River, old Dr. Mayo 
recovered the body of an Indian known as Cut Nose, 
prepared the bones, and taught his sons osteology 
thereform. The boys attended him on his daily 
rounds, clerked in the town drug store during vaca- 
tions, and helped their father in surgery. So, before 
the Mayo sons had finished high school, much medical 
routine was as familiar to them as chores to a farm 
boy. Thus began the careers of the Doctors Mayo. 
The progress of those careers and the high standing 
of their followers are well known to the medical pro- 
fession. 


We have all heard many times about the ill wind 
which always blows somebody good. This happened 
as a literal fact in Rochester. In summer of 1883 
a cyclone struck the town, killing 22 people and in- 
juring many more. Dr. William Worral Mayo was 
appointed by the City Council to take charge of a 
hospital improvised to handle the emergency. ‘‘ The 
whole community rallied to his assistance as volunteer 
nurses to the sick and injured’’, quoting from the 
brochure ‘“‘including a group of sisters from the 
Convent of St. Francis. So efficient did the assist- 
ance of this latter group prove that when the 
emergency over and the temporary hospital closed, 
Mother Alfred, the Mother Superior of the Convent, 
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approached Dr. Mayo with the suggestion that the 
Order of St. Francis build a permanent hospital in 
Rochester to be run by that Order and directed by 
him and_ his he readily consented to the 


allianee.”’ 


In 1889 Dr. 


sons, 


Mayo puchased a tract of fourteen 
acres, the present site of St. Mary’s Hospital in 
tochester. There 40-bed 
which, in the face of some opposition, and other diffi- 
culties, not only held its own but prospered. The 
first staff consisted of three Mayos, father and sons, 
and five sisters. It was from this modest institution 
that the great clinic of to-day sprang. It was the first 
hospital in the United States to adopt from its begin- 
nig the aseptic and antiseptic surgery made possible 
It was also one 


he erected a hospital, 


by Pasteur and applied by Lister. 
of the first hospitals in the country to receive patients 
regardless of financial status, social standing, race or 
creed. 


Until 1892 the Mayos made all diagnoses and 
treated medical as well as surgical eases. In that 
Augustus W. Stinchfield was added to the 
hospital staff as medical consultant; from that time 


year Dr. 


on many of our most famous medical men have 
worked with the Mayos. 


ments and added quarters, so large had the practice 


By 1912, inspite of enlarge- 


of the Mayos become that it was decided to build 
a new clinic so that all activities might be under one 
roof. These plans resulted in the opening in 1914 
of one wing of the present building. But in a very 
short time the new accommodation, which had been 
seemed even more than ample, had become far too 
small, and temporary additions had to be arranged. 
And so on until 1929, when the present beautiful and 


spacious clinic building was completed. 


Dr. William J. Mayo had probably been cher- 
ishing a hope ever since he was appointed to the 
Board of Regents in 1907 that the resources of the 
Mayo Clinic might some day be utilised for medical 
education. In 1914 he made a tentative proposal 
that the facilities of the clinie might well be used for 
preparing for a graduate degree in surgery which had 
already been proposed. This finally led to the suc- 
cessful affiliation with the Mayo Clinic for graduate 


work in the Medical School of the University of 
Minnesota. In 1915 the articles of incorporation of 


the Mayo Foundation for Medical Education and Re- 
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search were completed and signed, a momentous step 
forward in medical training. 


In 1934 the Mayo brothers made a gift to the 
University of Minnesota for endowment of the above 
foundation. In the letter which accompanied this 
gift Dr. William J. Mayo wrote: ‘‘ The fund which 
we have built up and which had grown far beyond 
our expectations had come from the sick, and we 
believed that it ought to return to the sick in the form 
of advanced education, which would develop better 
trained physicians, and to research to reduce the 
amount of sickness.’’ This modest, simple statement 
symbolises the spirit behind the Mayo Clinic and its 
work for humanity. (Medical Record, March 2, 1938). 


INTERNATIONAL CONGRESS OF 
DERMATOLOGY AND SYPHILIS 


The Tenth International Congress of Dermatology 
and Syphilology will be held in New York City, 
U. §. A., in September, 1940. Dr. Oliver 8S. 
Ormosby is President and Dr. Paul O’Leary, Mayo 
Clinic, Rochester, Minn., U. S. A., is the Executive 
Secretary. Further information about travel arrange- 
ments, hotel reservations, etc., may be had from 
Messrs. 
York. 


DEATH OF PROFESSOR SABOURAUD 
Prof. Raymond Sabouraud, the renowned French 


dermatologist, died recently. He was one of the 
pioneers in the diseases of the scalp and his book 
entitled ‘‘ Diseases of the Scalp ’’ is a classic and 
has been translated in many languages. He was not 
only a celebrated dermatologist but also a_ gifted 
sculptor. 


SIR FREDERICK TRUBY KING DEAD 


. With the death of Sir Frederick Truby King in 
New Zealand is removed from earth one of the 
greatest figures in the history of child welfare. 
‘‘Karitane’’ in Dunedid—a home for the care and 
treatment of babies and the training of the nurses in 
the Truby King system has become the Mecca of 
nurses wishing to study maternal and infant welfare. 
His enterprise in the control of gastro-enteritis has 
achieved the most signal success. Sir Truby King 
was also pioneer of the syndicated health bulletin. 


MIDICAL NOTES AND NEWS 


Thos. Cook & Son, 587, Fifth Avenue, New — 


Vou. VIL., No. 9 
JUNE, 1938 


At regular intervals he caused to be published in 
every newspaper of the dominion a simple talk on 
wise ways in mothereraft. He founded the Royal 
New Zealand Society for the Health of Women and 
Children, known as Plunket Society and later on was 
lent by the New Zealand Government to organise a 
babies hospital and mothers centre in England. His 
work had international scientific recognition and his 
name is a household word in Australia. 


BOMBAY MEDICAL COUNCIL 


The following extracts from a summary of the 
proceedings of the meeting of the Bombay Medical 
Council held on 14th February, 1938, are published 
for information :— 


The Council proceeded to consider further the application 
of Mr. G. S. Kasyapi, u.m. & s., for the restoration of his 
name to the Bombay Medical Register and resolved that his 
request be refused. 


The Council proceeded to consider the application of 
Mr. V. R. Kulkarni, t.c.p.s., for the restoration of his name 
to the Bombay Medical Register and resolved that his name 
be restored to the Register. 


The Council proceeded to consider the reply received from 
the Medical Council of India stating (1) that the suggestion 
made to them by the Bombay Medical Council, viz., that the 
Medical Council of India might request the Government of 
Portuguese-India to allow all medical practitioners registered 
under the Bombay Medical Act, 1912, to practise in Portu- 
guese-India, related to a matter outside the scope of the 
Medical Council of India, and (2) that any extension of local 
reciprocity should be negotiated by and at the discretion of 
the Bombay Medical Council, and it was resolved that the 
Government of Bombay be addressed with a request to reopen 
the question and press on the Government of Portuguese- 
India to consider the advisability of permitting all medical 
practitioners registered under the Bombay: Medical Act, 1912, 
to practise medicine in their territories on a reciprocal basis. 


The Council resolved that Government be requested to 
add the following proviso to clause (1) of section 3 of the 
Bombay Medical Act, 1912:— 

“subject to the proviso that a member shall hold 
office for the term or five years from the date of his 
nomination or election or until his successor shall have 
been duly nominated or elected, whichever is longer."’ 


The Council proceeded to consider the draft Bill for the 
Registration of Dental Practitioners, together with the draft 
Bombay Presidency Dental Act prepared by the Bombay 
Presidency Dental Association, and decided that the matter 
be referred back to the Executive Committee for further 
consideration and with due regard to the decistons already 
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taken by the Council on certain points in respect of the 
former Bill. 


The Council proceeded to consider an application received 
for the inclusion of the D.O.M.S. of the College of Physicians 
and Surgeons of Bombay in Table (G) printed in the Bombay 
Medical Register—showing the qualifications registrable as 
additional qualifications—and it was decided to call for 
further information from the Executive Committee before 
disposing of the application. 


The Council proceeded to consider an application from 
the Registgar, Andhra University, for the recognition of the 
medical degrees of the Andhra University for registration 
under the Bombay Medical Act and resolved that Govern- 
ment be requested to add the degrees in question to para- 
graph 1 of the Schedule to the Act. 


The Council proceeded to consider further the draft Bill 
to Prohibit the Conferment of Unauthorised Medical Degrees, 
etc., and Assumption thereof, and resolved that Government 
be informed that the Council is in favour of the Bill—which 
is practically on the lines of the draft Bill to amend the 
Indian Medical Degrees Act, 1916, framed in 1927—subject 
to certain alterations suggested by them. 


The Council proceeded to consider further the proposal 
made by Mr. U. B. Narayanrao, L.c.p.s., and seconded by 
Mr. V. D. Sathaye, B.sc., L.c.p.s., for the amendment of 
section 2 of the Bombay Medical Act in respect of the 
number of members of the Council to be nominated and 
elected and it was resolved to refer the matter back to the 
Executive Committee for further consideration and report on 
a point raised at the meeting re: the reservation of seats 
for Sind. 

The Council proceeded to consider further the proposal 
made by Mr. U. B. Narayanrao, L.c.P.s., and seconded by 
Mr. V. D. Sathaye, B.sc., L.c.p.s., for the circulation of the 
draft revised Code of Medical Ethics to the medical press 
and medical associations in the Presidency with a view to 
obtain the views of the registered medical practiuoners 
thereon and it was resolved that a short notice be published 
in the ‘‘ Times of India,’’ the ‘‘ Bombay Chronicle ’’ and 
the ‘‘ Sind Observer ’’ and also the medical journals, if they 
will publish the notice free, stating that the Bombay Medical 
Council will welcome suggestions, etc., regarding the revision 
of the Code of Medical Ethics. 


The Council proceeded to consider further the proposal 
made by Dr. Jivraj N. Mehta, m.p. (Lond.), etc., and 
‘seconded by Mr. C. A. Amesur, m.s. (Lond.), for the omission 
of the words “‘ under the Medical Acts or ’’ in clauses (1) and 
(2) of section 10 and section 11 of the Bombay Medical Act, 
1912, and for the insertion of the words “‘.if they hold any 
of the qualifications mentioned in the Schedules to the 
Indian Medical Council Act, XXVII of 1933’’ and the 
words ‘‘on payment of the registration fees ’’ (the latter for 
the words ‘‘ free of charge ’’) in line 2 of clause (1) of sec- 
tion 7 of the Bombay Medical Act, and it was resolved that 
the proposal be approved and Government addressed 
accordingly. 
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The Council proceeded to consider further the proposal 


made by Dr. Jivraj N. Mehta, m.p. (Lond.), etc., and 
seconded by Mr. C. A. Amesur, m.s. (Lond.), for the amend- 
ment of clause (7) of rule 12 of the Rules of the Council 
regulating the elections to the Council so as to ensure 
secrecy of the ballot and it was resolved that the matter be 
referred back to the Executive Committee for drafting rules 


in the light of the discussion at the meeting. 


The Council proceeded to consider further the proposal 
made by Dr. Jivraj N. Mehta, m.p. (Lond.), etc., and 
seconded by Dr. P. T. Patel, M.p. (Lond.), etc., suggesting 
certain alterations in the Bombay Telephone Directory and it 
was decided that Dr. Jivraj Mehta and the Registrar should 
discuss the matter further with the Manager of the Telephone 
Company. 

The Council proceeded to consider and approved of a 
suggesstion received by them that the names in the Bombay 
Medical Register should in future be shown together and not 
in two parts as at present. 

The Council proceeded to ballot for the election of an 
Executive Committee for the year and, in accordance with 
the result of the ballot, declared the following six members 
as duly elected to the Committee :— 


Lieut.-Col. S. L. Bhatia, Mrs. Cecilia D’Monte, Dr. B. 
G. Vad, Dr. P. T. Patel, Mr. C. A. Amesur, Mr. V. 
D. Sathaye. 

The Council proceeded to consider a motion made 
Mr. C. A. Amesur, M.s. (Lond.), and seconded by Dr. P. T. 
Patel, M.p. (Lond.), etc., that ‘‘ the Bombay Government 
be moved to amend the Bombay Medical Act VI cf rg12, 
empowering the Bombay Medical Council to register Indian 
and British Nationals by birth, who possess reputable quali- 
fications which are not in the Schedule,’’ and it was resolved 
that the matter be referred to the Executive Committee for 
consideration in the first instance. 


by 


The Council proceeded to consider a motion made by 
Mr. U. B. Narayanrao, L.c.p.s., and seconded by Mr. V. D. 
Sathaye, B.sc., L.c.p.s., that in view of the desirability of 
having one uniform standard of medical education in India as 
accepted by the Health Ministers’ Conference recently held at 
Madras, etc., the Council should request Government to 
abolish Licentiates’ course altogether, and it was resolved that 
the matter be referred to the Executive Committee with a 


request to examine it in all its aspects. 


A MEDICAL COUNCIL FOR C. P. 


Welcoming the move for the establishment of a 
Medical Council for C. P. and Berar, Mr. K. P. Sen 
Gupta, Chairman of the Reception Committee, 
Provincial Conference of the All-India Medical 
Licentiates Association, said: 

‘* A Medical Council would be able to keep an eye on the 


profession and would through its vigilance help to maintain 
its high standard and traditions. The medical profession in 
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the province is disorganised and hetergeneous though there 
should be the greatest elements of cohesion among us as we 
are all out for the good of humanity. Unfortunately the 
decline in the standards of life the results of the bitter 
struggle for existence, unemployment and the low prices, have 
all combined to put one man against another and have thus 
severed the bonds which should link the men of such a 
profession. 


‘* A Medical Council which will attend to all these subjects 
and which will impose a high standard of morality and effi- 
ciency will find great favour with all right-thinking men. 
We only hope that when the rules are framed and the 
personnel of the Medical Council chosen, the Medical 
Licentiates will not be neglected. Let it not be forgotten 
that this branch of the profession both in numbers and the 
good it does to humanity exceeds any other branch and its 
representation on the Council will lead to far greater resultr 
In this connection it is a matter of speculation as to what 
would be the fate of the Central Provinces Medical Examina- 
tion Board. If the examinations are to be held by the 
Medical Council then probably the Medical Examination 
Board would be abolished. I have already pleaded for an 
adequate representation of the Licentiates on the Medical 
Council but I wish to point out that on the C. P. Medical 
Examination Board there is not sufficient representation and 
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at least two members from the Licentiate class should be 
elected.” 

Referring to the recent advertisements for the 
post of A. M. O.’s in this province which required an 
M.B.B.S8. degree as the minimum qualification for 
candidates, Mr. Sen Gupta said: 


‘“ This post of A. M. O. was a post designed and reserved 
for the Licentiates and the Robertson Medical School was 
supplying the candidates for these jobs. Now that even this 
is going to be shut to the Licentiates, the future is indeed, 
black for the students of the Medical School. A “good s>lu- 
tion of this controversial matter is to close down the 
Robertson Medical School forthwith, or to raise it to the 
standard of a college. But recruitment to the A. M. O’s 
cadre cannot cease to have the Licentiates till all the present 
students of the Robertson Medical School are absorbed. We 
hope that the authorities will bear this in mind. 


‘“ The other matter is of very great consequence. It is 
well-known that four of our students find places in the 
Calcutta Medical Colleges and five find places in the Bombay 
Medical Colleges. I regret to say that there is no such provi- 
sion for our students in the Tropical School of Medicine. I 
wish that arrangements would be made to accommodate at 
least two of our Licentiates in this famous school.”’ 
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